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PERSONAL STUDY PLAN
Name : Maureen Tomeny
Date: 1st September 1997
Date o f registration: April 1997 
Registration Number: 3617513
PROFESSIONAL DOSSIER 
Aims
To enhance professional competence by critical analysis of the development o f a new 
counselling service and through this, along with an extended CV, demonstrate 
professional competence and development.
Meeting the Requirements
An account and evaluation of the development of a primary care counselling service will 
be presented. The background to the development, the service implementation and the 
audit of the first year will be summarised. Relevant literature, which places this service 
development and audit within the broader context of the growth of counselling, will be 
reviewed. A model of service provision, which places primary care counselling within 
the clinical psychology service, will be discussed and the implications of this service 
development for the psychology service as a whole will be considered.
An extended CV, including post-qualification experience and continuing professional 
development, will be presented.
ACADEMIC DOSSIER 
Aims
To improve the ability to critically evaluate the literature in the area of sexual abuse, and 
explore the relationship between theory and empirical evidence. To enhance knowledge 
of both the psychological impact of childhood sexual abuse on adult functioning, and the 
effective therapeutic approaches to working with these adults.
Meeting the requirements:
Two critical reviews of the literature will be undertaken. Both reviews will address issues 
arising from my own clinical practice in the area of sexual abuse. As it is my 
responsibility to provide, develop and manage sexual abuse services to adults, and co­
ordinate training in this area, these reviews are particularly relevant.
Review one
The Long-term effects of child sexual abuse: a review.
This review will critically consider studies examining the long-term effects of child 
sexual abuse, paying particular attention to the question of the differential effects of child 
sexual abuse, as distinct from other forms of childhood maltreatment.
Review Two
Therapeutic approaches in the treatment o f adults sexually abused in childhood: a 
review.
Therapeutic approaches to those adults sexually abused as children are currently 
influenced by clinical experience, clinical theory, and empirical research. In order to 
critically review the therapeutic approaches in this area, the clinical, theoretical and 
research literature will be considered.
RESEARCH DOSSIER 
Aims
To competently design, execute and report on research examining the factors which 
predict good therapeutic outcome following primary care counselling.
Meeting the requirements
An empirical study identifying the predictors of outcome in primary care counselling will 
be designed, executed and reported. The literature on factors related to outcome of 
psychotherapy in general and counselling in particular will be reviewed. The results will 
be presented, interpreted and discussed.
Research Title
Predicting clinical outcome following short-term counselling
Research Supervisor 
Lorraine Nanke.
Background
The emphasis of most counselling evaluation studies to date has been on examining 
average change for the counselled population as a whole. While counselling studies do 
show post-counselling improvements, they also show that a proportion of clients either 
fail to improve, or in fact deteriorate. It has been suggested that, for the more disturbed 
population, short term counselling may do some damage by opening up issues which 
cannot be resolved and that externally mandated brief therapy may put some patients at 
risk. It has also been argued that questions of which treatment, with which kind of 
therapist, and for what type of patient or problem, are the most important for current 
psychotherapy research. In stark contrast to the established field o f psychotherapy.
however, there has been little work on identifying predictors of outcome from short term 
counselling, either in terms of those who benefit, or those who may be harmed.
Research Questions
This study was designed, therefore, to identify factors relating to operationally defined 
‘good outcomes’ following short term primary care counselling. In examining this broad 
issue the study aimed to address the following specific questions:
1. Are the client factors age, sex, employment status, marital status, number of 
presenting problems or degree of presenting distress, significantly related to ‘good 
outcomes’?
2. Are the process factors waiting time, number of sessions received, frequency of 
sessions or counsellor’s evaluation of appropriateness of referral significantly related 
to ‘good outcomes’?
3. Are ‘good outcomes’ significantly related to counsellor characteristics of age, and 
years of counselling experience?
4. On the basis of client, process and counsellor factors, is it possible to predict who will 
achieve good and poor ‘clinical outcomes’ with generic primary care counselling?
Design and Methodologv.
A study is planned which will examine the variance in outcome following short term 
counselling in primary care. This study will question whether it is possible to predict who 
will achieve good and poor outcome with counselling. Client, therapist and process 
factors will be examined in relation to outcome. In order to achieve the greatest 
variability in client factors, the study will be district wide, covering three localities. A 
generic counselling service will be used ensuring the inclusion of a range of client
difficulties and distress levels. Co-operation will be sought from as many counsellors as 
possible to provide variability.
Data Collection
All clients who complete short term counselling within a new primary care counselling 
service will be included in the study. Prior to the first session of counselling and again at 
discharge the clients will be asked to complete a Brief Symptom Inventory (BSI) and 
General Health Questionnaire (GHQ), both of which have been used to assess change in 
published studies of short-term counselling. For every client who engages in counselling 
the counsellors will complete a data form which will include client demographic data, 
client problem data and treatment process data. Counsellor data on age, sex, and years of 
experience will be collected directly from the counsellors.
Data Analvsis
Change scores on the main dimensions of the BSI and the GHQ will be computed to 
provide a measurement of pre- to post-counselling improvement.
Depending upon the distribution of the data, non parametric or parametric statistics will 
be used to compare client, therapist and process variables for the group o f clients with the 
greatest degree of improvement and those clients with the least improvement or any 
deterioration. Correlational statistics will examine the relationship between the change 
scores and client, therapist and process variables.
Multivariate discriminant analysis will be used to examine which factors predict group 
membership where groups are made up of those who make a clinically significant 
improvement and those who do not.
EXTENDED CURRICULUM VITAE
Name Maureen Tomeny
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Higher Education University of Edinburgh MA (Hons) Psychology 1975-1979
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Central Nottinghamshire Healthcare Trust
Current Professional Responsibilities
• Clinical input to the primary care clinical psychology service
• Management of primary care clinical psychology services across the District
The provision and management of a specialist service across the District for adults who 
were sexually abused as children.
The support and management of all clinical psychologists providing a service to primary 
care across the District.
Budget management of the primary care counselling service across the District.
The support and management of the District primary care counselling team: 11 
counsellors; the counsellor supervisor; the psychology assistant; and administrative 
support.
Mental Health Trust Responsibilities:
• Representative for Primary Care Clinical Psychologists from Central Nottinghamshire, 
Nottingham and Bassetlaw Districts.
• Chair of the Alcohol dependence protocol development group.
• Chair of the Drug dependence protocol development group.
• Chair of the psychological therapies protocol development group.
• Member of North Nottinghamshire Health Authority strategy groups for drugs and
alcohol, and for services for women.
• Member of the Trust’s ‘task force’ in primary care and social services liaison.
Chair of the Strategy Group for education and training in sexual abuse services.
Primary Care Trust Responsibilities
• Executive member
• Clinical Mental Health Lead
• Chair of the NSF implementation group
• Member of the primary/secondary care liaison group
• Member of the voluntary sector and user liaison group
• Member of the carers group
• Representative for the Middle Sized Professions.
Teaching and supervision
• Regular contribution to the core and specialist teaching on the Sheffield and Leicester 
Clinical Psychology Doctorate Courses (1991-).
• Regular Teaching and supervision on the in-house diploma course ‘Understanding 
Therapeutic Relationships’ (1990-).
• Clinical training of counsellors in insomnia management skills (1998).
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Regular year long Specialist placement provision for 3"^  ^year trainees from Sheffield 
and Leicester (working with sexual abuse, 1993-).
Mentor for trainees on the Sheffield Doctorate Course (1996-).
Field Supervision of Sheffield Doctorate Research project: The impact of Trauma on 
Autobiographical Memory (1997)
Clinical supervision of five clinical psychology colleagues (1995-).
Clinical supervision of counsellors providing insomnia management (1997-2000). 
Supervision of psychology assistant (1996-).
Supervision of counselling supervisor (1996-),
Research, audit and project work
The following research has been published, reported at conference, or presented in formal 
reports since qualifying:
A District wide survey of the provision of sexual abuse services in the health, social, voluntary 
and education sectors (1987).
A District wide survey of the training and supervision needs of professionals providing 
sexual abuse services (1988).
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An audit of Benzodiazepine prescribing in two general practices (1990).
Evaluation of a primary care sleep clinic, a pilot study (1990).
The Therapist’s Experience of Psychotherapy: An Assessment o f the Impact of Distressing 
Material. (MSc, Psychotherapy, 1992).
An evaluation of the ‘drop out’ in young people referred to the sexual abuse service: 
Implications for service delivery (1994).
A comparison of the primary care and acute psychiatry patient in clinical psychology (1995). 
An audit of males referred to the specialist sexual abuse service (1995).
First year audit of a new, district wide, primary care counselling service (1997).
Evaluation of outcome at six months post counselling (1999).
Evaluation of a psycho-educational group for worhen sexually abused in childhood (1999).
Evaluation of pre to post -counselling outcome using the CORE: The first 100 clients (2000).
Predicting clinical outcome following short term counselling (submitted in part fulfilment for 
PsychD, Clinical Psychology, 2001)
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Ongoing research
I have maintained my research interests and, in collaboration with the School of Health and 
Related Research (ScHARR) and the Institute of General Practice and Primary Care (IGPPC) 
at the University of Sheffield, and the Department of Human Sciences at Loughborough 
University, I am currently a co grant-holder and manager on the Sheffield Primary Care Sleep 
Clinic Trial. This major 3 year research project, funded under the NHS Health Technology 
Assessment Programme, is evaluating psychological alternatives to benzodiazepines for 
insomnia, and was developed from pilot work I helped design and support in Newark, 
Nottinghamshire. The project combines clinical psychology, general practice and health 
economics, and will complete in 2 0 0 1 .
Continuing Professional Development
Substantive Training
Post-Qualification Fellowship (1984-1985).
Department of Psychological Services and Research, Crichton Royal Hospital, Dumfries 
Components
Academic: Contributions to regular seminar presentations and journal club.
Clinical Supervision: Weekly individual supervision.
Personal and professional development: Presentation of an account o f personal development 
as a therapist.
Training in Hvnnotheranv (1990T
West Midlands Society of Hypnotherapy and Psychotherapy, Birmingham.
Six days (over three weekends) covering the theoretical, clinical and skill aspects o f hypnosis. 
Requirements: to participate in clinical practice within the training and demonstrate use of 
skills between training events.
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MSc in Psychotherapy (1990-1992).
Department of Psychology, University of Warwick.
Components
Academic: Weekly seminars covering individual, couple and group psychotherapy.
Clinical: A weekly practicum, involving clinical discussion and role-play.
Clinical Supervision: Weekly paired supervision on a six-month rotation within 
psychodynamic and systemic models. Each supervision rotation was assessed and marked for 
specified clinical skills.
Personal and Professional Development: Weekly group therapy.
Submission o f Examined Components of Course
Clinical: An account of the content and process of a single therapy session supported by a 
full session transcript and audiotape. An account of a single completed case (30 therapy 
sessions), supported by selected transcripts and three session audiotapes. A portfolio of 
clinical process notes for cases covering individual, couple and group work.
Academic: Three academic essays.
Research: Thesis.
Other Training Events and Conferences
1992 National Conference for the Society of Multiple Personality Disorder and 
Dissociation, Amsterdam
1992 A Conference to Consider the Impact of GP Fundholding upon Community Mental 
Health and Therapy Services, London
1993 The Tenth Annual Meeting of the Society for Psychotherapy Research, Ravenscar.
1993 National Primary Care Psychology SIG Annual Conference, London
1993 Hypnosis and Survivors of Sexual Abuse, London.
1994 Depression and Self Harm in Adolescents, Howard Morton Trust, Sheffield
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1994 Diagnosis and Treatment of Dissociative and Multiple Personality Disorder, Notts. 
1994 Proving the Worth of NHS Psychotherapy, Society for Psychotherapy Research, 
Birmingham
1994 Talking Therapies and Primary Care, Chester.
1995 Conflict of Interest: Child Protection and Adult Mental Health, York.
1995 Working with Dissociation, Chester.
1995 National Primary Care SIG Annual Conference, Birmingham.
1996 Cognitive Behavioural Therapy for Borderline Personality Disorder, Notts.
1996 Working with Traumatic Memory, Sheffield.
1997 Clinical Risk Management, Notts.
1998 National Primary Care Psychology SIG Annual Conference, York
1999 Fifth Annual Counselling Research Conference, Leeds.
1999 Research and Development Showcase, Notts
1999 Education and Training in Mental Health, Notts.
2000 National Primary Care Psychology SIG Annual Conference London
2000 Celebrating Practitioner Based Research in Primary Healthcare, Notts
2000 Sixth Annual Counselling Research Conference, Manchester.
2000 Multi-professional Clinical Work in the New Mental Health Trust, Notts
2000 Trent Institute for Health Services Research annual conference, Rotherham
2000 The NSF and Beyond: Implication for Psychologists, Birmingham.
2000 Clinical Psychology Guidelines, Presentation by Glenys Parry, Derby
2001 Crisis Resolution and Home Treatment Services, Rotherham
2001 Psychological Therapies in the NHS - Realising the National Service Framework, 
Brighton
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In -House Training
1991 Child protection, local procedures
1992 Foundation skills for new managers
1993 Skills for supervisory management, NEBSM
1993 Recruitment and selection
1995 Child protection the law and the courts 
1997 Intermediate word for windows.
1997 Personal management and development review
1997 Disciplinary Skills, Notts
1998 Presentation and teaching skills
1998 Information retrieval
1999 The children act-update
Sexual Abuse Interest Group fSAIG) seminars For over ten years I have co-ordinated (and 
attended) Nottinghamshire wide multi-professional training events in sexual abuse. There 
have been up to five seminars per year with invited speakers, covering a variety of subjects. 
For example: working with people with learning disabilities who sexually abuse; working 
with mothers of children who have been sexually abused; working through some of the after 
effects of child sexual abuse; individual and group approaches; ritual abuse; the police and 
social work perspective; working with abusers; the role of the probation services; working 
with males who have been abused; women in the secure hospitals - the link to childhood 
abuse; investigating disclosure of child sexual abuse; the role of the medical officer; social 
services and the police; the impact of trauma on autobiographical memory; the impact on the 
therapist of working with abuse issues; and child protection issues.
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Publications and Conference presentations
Adam, K. & Tomeny, M. (1982) Poor sleepers are hotter by day than good sleepers. The 
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Adam, K. Tomeny, M. & Oswald, I. (1983). Do poor sleepers have less restorative sleep 
than good sleepers? Sleep. Proceedings of the Seventh European Congress o f Sleep 
Research. Ed. Koella. Munich.
Adam K, Tomeny M & Oswald, I. (1986). Physiological and Psychological differences 
between good and poor sleepers. Journal of Psychiatric Research. 20, 301-316.
Morgan, K. & Tomeny, M. (1989). Benzodiazepine withdrawal and rebound insomnia. 
Acta Psychiatrica Scandinavica. 80, 297-298.
Tomeny, M. Smith, A. & Raj an, P. (1990). Benzodiazepines and older patients: a role for 
clinical psychology in primary care. Geriatric Medicine. 20,6, 42-46.
Tomeny, M. & Morgan, K. (1990). Management of insomnia in a primary care sleep 
clinic. Geriatric Medicine. 20,6,47-50.
Morgan, K., Gledhill, K. & Tomeny, M. (1991. Managing Sleep and Insomnia in the 
Older Person. Bicester, Winslow Press.
Tomeny, M. (1992). The therapist’s experience of psychotherapy: An assessment o f the 
impact o f distressing material. Proceedings of the Society for Psychotherapy Research 
(SPR). Ravenscar.
Castle, H. & Tomeny, M. (1999). Client improvement and satisfaction. Counselling. 
10,3,203.
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Castle, H. & Tomeny, M. (1999). Evaluation of a short-term counselling service in 
primary healthcare. British Association of Counselling (BAC) Fifth Annual Counselling 
Research Conference. Leeds.
Tomeny, M. & Castle, H. (2000). Primary Healthcare Counselling: are client, process and 
outcome factors related to good outcome? British Association of Counselling (BAC) 
Sixth Annual Counselling Research Conference. Manchester.
Tomeny, M. & Castle, H. (2001). Factors related to good outcome following primary 
healthcare counselling. Paper presented at: Psychological Therapies in the NHS - 
Realising the National Service Framework. Brighton.
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treatment in the management of chronic insomnia in primary care: a service delivery 
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Service Framework. Brighton.
Current Research Funding
M. Tomeny with K Morgan (Loughborough University), N Mathers, S Dixon 
(University o f Sheffield) Psychological treatment in the regulation o f  long-term 
hypnotic drug use. (NHS Health Technology Assessment Programme, 1998-2001, 
£190,000)
18
THE PROFESSIONAL DOSSIER
DEVELOPMENT OF A DISTRICT WIDE 
PRIMARY HEALTHCARE COUNSELLING SERVICE
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THE PROFESSIONAL DOSSIER 
Aims
To enhance professional competence by a critical analysis of the development of a new 
counselling service and, together with an extended CV, to demonstrate professional 
competence and development.
Meeting the Requirements
An account and evaluation of a service development
This section of the portfolio describes the development of a major new district-wide 
primary healthcare counselling service. It briefly summarises the background to the 
service with initial discussions between the Purchasers and Central Nottinghamshire 
Healthcare Trust, and presents a more detailed account of the development process. It 
ends with the implementation of a three-phased development of the service, with phase 
one starting in November 1996, to full service provision to over thirty practices by 
December 1997. The audit report of this first year of the service will be summarised and 
documents prepared in the development of the service will be included in the appendices.
Relevant literature is reviewed which places this service development and audit within the 
broader context of the growth of counselling in recent years, and a model of service 
provision which places primary care counselling firmly within the clinical psychology 
service will be described. The implications of this development for the clinical 
psychology service as a whole is discussed.
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PRIMARY HEALTHCARE COUNSELLING 
Development of a service managed by clinical psychology
Psychological Distress in Primary Care
It has long been reported that between 10 to 30% of patients consulting their GP in the 
UK have emotional or psychological difficulties (Gray, 1988; Chancellor, 1977; 
Shephard, 1966). In the general population, there may be as many as 15% who are 
affected by 'neurotic disorders' (OPCS, 1995). It has also been reported that patients with 
emotional problems attend their GP more frequently than other patients and are more 
expensive, not only in terms of medication but also GP time (Westcott, 1977; Hughes
1993). In 1985 alone the cost of neurosis in general practice within the UK was estimated 
as £600 million (Corney, 1993; Croft-Jeffreys and Wilkinson, 1989). Managing these 
common problems in primary care is, therefore, time consuming and expensive and the 
primary health care team may not always be equipped to deal with them effectively. 
While around 25% of patients might experience some remission within 6  months, the 
majority will not and will be treated within primary care or referred on to the specialist 
mental health services (Mann et al, 1981). The appropriateness of referral of people with 
minor psychological difficulties into the specialist secondary services however, has been 
questioned and there is now widespread agreement that the mental health services should 
target people with more severe mental health problems (Westcott, 1977; Hughes, 1993).
Provision of Mental Health Serviees
Clinical Psvchologv
Recent years have seen an increasing awareness of mental health issues in the general 
population and a growing willingness of people to seek help from their GP. Nationally, 
GPs have in turn been making increasing demands on the mental health services in
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general, and clinical psychology services in particular. In 1994-5 general practice 
referrals accounted for 40% of all initial contacts with clinical psychology in England. 
This represented 74.7 thousand GP referred initial contacts from a total o f 184 thousand 
initial contacts. In Trent Region, referrals from General Practice accounted for 41% of 
initial contacts within the clinical psychology services. (Department of Health Clinical 
Psychology Services Summary Information, 1996). In line with national and Regional 
trends, GPs utilising Central Nottinghamshire Healthcare Trust clinical psychology 
service have steadily increased referrals from the start of the service in 1985 and into the 
1990s. Over this period the number of direct referrals from primary care to clinical 
psychology have increased from less than 100 to almost 400. While the existing service 
responded flexibly to these increasing demands, limited resources meant that significant 
increases in waiting times were inevitable. While the value of clinical psychology 
services is clearly recognised both nationally and locally, it is also acknowledged that 
there is a national shortage of trained clinical psychologists (Department o f Health 
Clinical Psychology Services Summary Information, 1996). This has resulted in lengthy 
waiting lists for these services and has fostered frustration and dissatisfaction amongst the 
GPs and referred population alike.
There is also an ongoing debate about the role of the clinical psychologist in primary care 
and their relationship with other professionals. This was highlighted recently by Parker 
(1997), who argued that there was little agreed guidance on the roles of clinical 
psychologists working in primary care, or in defining their boundaries with other 
professionals. In the past we have seen this in relation to the community psychiatric nurse 
(CPN) and in recent years the discussion has moved on to counsellors. With greater 
scrutiny of output, outcome and costs by purchasers, there has been substantial pressure 
on clinicians to increase face to face contacts. This has undoubtedly led to a decrease in 
other activities of the clinical psychologist, such as research (Alexander, 1992). With 
limited resources and unlimited demand, the appropriateness of clinical psychologists 
offering general clinics for the full range of distressed patients seen in primary care 
continues to be questionable. Some would argue that clinical psychologists should
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provide a tertiary level of psychological care, working directly only with the most 
problematic cases and advising other primary and secondary level staff (Alexander, 1992,
1996). Thus clinical psychologists would be in a better position to provide a 
comprehensive clinical psychology service as proposed by the MPAG (1989).
Communitv Psvchiatric Nursing
The clinical psychology services are not the only providers of the 'talking therapies' within 
the NHS generally, or primary care specifically. With the closure of many of the large 
psychiatric hospitals throughout the late 1980s and early 1990s and the relocation of the 
psychiatric nurse into the community, another potential referral path became available to 
the GP. As the psychiatric nurses struggled to define their role within community mental 
health provision, many nurse managers who were focused on securing contracts, 
encouraged a broad-brush stroke of service provision. The community mental health 
teams, and the CPNs in particular, were seen as providers of a broad range of therapies in 
secondary and primary care, from the depot clinic at the local day hospital to counselling 
for minor life crises at the GP surgery. Indeed, in a survey of counsellors in English and 
Welsh general practices, it was reported that, of the 484 'counsellors' who were distributed 
amongst 1542 practices, 187 were CPNs. The remainder included 145 practice 
counsellors and 95 clinical psychologists (Sibbald, 1993). In more recent years however, 
the option of referring those patients needing counselling to CPNs has also been strongly 
discouraged. Health o f  the Nation (pi 04) stated that the important work of the care for 
the severely mentally ill by the CPN, was 'being jeopardised by the shift o f community 
mental health nurse case loads from being primarily focused on the severely mentally ill, 
to being primarily focused on those with minor psychiatric morbidity’.
The cost of psychological difficulties in primary care, coupled with the increasing 
demands which far outstrip the supply of the traditional providers of the talking therapies, 
has paved the way for the introduction of a new primary care counselling service which 
would supplement rather than replace or compete with the existing mental health services 
to primary care. The provision of this service by trained counsellors who would maintain
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close links with the secondary services is also consistent with Health o f  the Nation 
objectives (p i39). A development of primary healthcare counselling could release other 
professionals such as the clinical psychologist and CPN, to focus more appropriately 
where their skills and expertise were required.
This service development would increase the range of talking therapies available to the 
GP and patient. Given the choice, it has been argued that GPs can adequately differentiate 
between those patients suitable for the clinical psychologist, counsellor and CPN (Burton, 
1995; Sibbald, 1993), with the suggestion that most GPs would want the clinical 
psychologist to see their most challenging patients (McPherson, 1995). In the survey 
previously mentioned (Sibbald, 1993), there was a significant difference in the balance of 
problems referred to CPNs, clinical psychologists and counsellors providing on site 
‘counselling’. The CPNs were more likely to be referred those with psychotic illness or 
substance dependence, with the clinical psychologist seeing more of those with 
psychosexual problems, eating problems, and phobic or obsessional compulsive disorders, 
and the counsellors seeing more bereaved patients. This is consistent with the results of a 
small audit in two general practices in Coventry (Burton, 1995). Comparing 210 patients 
referred to the counsellor and 174 to the clinical psychologists. Burton (1995) reported 
that the counsellor saw significantly more patients with anxiety, depression, marital 
problems, child management and physical illness than the psychologist, who saw more 
patients with relationship problems and personality disorder. Despite the obvious 
differences in these studies, the findings broadly agree. Sibbald (1993) compared a large 
number of professionals providing ‘counselling’ in primary care and Burton (1995) 
compared referrals to both counsellors and clinical psychologists. Both studies, however, 
demonstrated that GPs tended to refer the more serious, chronic problems to the clinical 
psychologist.
It would seem, then, that there is a demonstrable need for psychological therapy in 
primary care (BPS, 1990) and that while GPs range in their level of skill, interest and their 
use o f the mental health services (Broughton, 1988) they can make differential use of the
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services when a range is available to them. Given the pressures upon both the clinical 
psychologist and the community psychiatric nurse outlined above, it has been argued that 
we should welcome other providers of psychological therapies in primary care (Miller,
1994). Indeed Parker (1997) states that the arguments for the acceptance of the growth of 
other providers of psychological therapy in primary care are 'irresistible'. While one 
might accept the need for such an expansion of service, the nature of the providers and the 
structure of the service provision must continue to be open to debate and critical 
evaluation.
Emergence of Primary Care Counselling
In recent years counselling in general practice for less severe mental health problems has 
become increasingly available. In the last decade there has also been a rapid growth in 
both the number of trained counsellors and the demand for counselling. In 1993 it was 
estimated that there were already between 500 and 1,000 counsellors working in primary 
care settings (Farrell, 1993). Some of the pressures behind this (e.g. the publics 
increasing awareness of mental health issues, increasing demands on the limited clinical 
psychology resource, and the move for the more specialised mental health services for 
people with serious or enduring mental health problems) have already been discussed. 
Other influences include the 1987 government white paper. Promoting better health, 
which led to the part reimbursement of salaries for professionals other than GPs working 
in primary care. The BMA also relaxed its opposition to non-traditional therapy making 
counselling more acceptable. The development of fundholding also widened the range of 
professionals working in primary care and eased the employment of counsellors for GPs 
who were seeking alternative forms of clinical management for their patients with minor 
psychological distress. As fundholding increased demands on the GP, with more 
administrative tasks and less time to address the emotional needs of their patients, the 
easier employment of counsellors was a timely and welcome opportunity. Many Health 
Authorities followed this lead and purchased counselling on behalf of the non- 
fundholding practices.
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Concerns about the growth of counselling
The almost exponential growth of counselling in primary care throughout the 90's 
however, has been the cause of some concern. Since the development of primary care 
counselling across the country progressed with little reference to broader strategies of 
service provision, there was a lack of integration with the established services, and 
development was geographically patchy (Sibbald, 1993). A more recent review of 
psychotherapy services in England and Wales highlighted the ad hoc development o f the 
range of psychotherapy services, including counselling, on a district wide basis, and 
emphasised the need for a strategy of service provision (Parry and Richardson, 1996). 
Concern has also been raised over the poor standards of service quality, delivery and audit 
of counselling, along with the paucity of evidence for the efficacy or cost effectiveness of 
generic counselling (Comey, 1990; Sibbald et al, 1996). The main areas of concern are 
outlined below.
Training Counselling is an emerging profession without, as yet, a national register or 
nationally accepted minimum standards of training. When requested, the British 
Association of Counselling (BAC) will scrutinise a counsellor’s training, level of 
supervision, experience and engagement in personal counselling, and accredit the 
counsellor where standards are met. This process of accreditation however, is voluntary, 
arduous and often seen by the counsellor as unnecessary paperwork. At the present time, 
a counsellor with a total of twenty hours of counselling training could seek employment 
as a practice counsellor alongside the candidate with a diploma or masters degree in 
counselling/psychotherapy. More alarmingly, as highlighted by Sibbald (1993), in many 
cases the qualifications of the counsellor in primary care are unknown, or indeed absent 
altogether. Purchasers often lack the knowledge about counsellor training, and 
supervision standards, and as highlighted by Hall (1997), this could lead to the 
employment of counsellors who are underqualified, unsupervised and isolated. Pringle
(1993), warned against the employment of people with no counselling training, but who 
were simply 'good listeners'. His statement would seem to be self-evident and yet was 
necessary given the practice of the time. There clearly has to be an increasing
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professionalisation of counselling if this provision is to continue as part of the talking 
therapies within the NHS.
Supervision Although the minimum level of supervision set down by the BAC is one and 
a half hours per month for practising counsellors, this is again voluntary. Those 
counsellors who are not accredited or actively working towards accreditation need not 
comply. As many counsellors employed in an individual practice might be responsible 
for arranging their own supervision, the quality of this is variable and the supervisor 
might not be familiar with the issues specific to working in a medical setting. Service 
providers need to consider the quantity and quality and provision of supervision as an 
integral part of a counselling service, not as an option which can be delegated.
Referral Guidelines Concerns regarding counsellors taking on work beyond their 
competency relates not only to the counsellors level of training, supervision and 
individual skill, but also to the Counsellor and GP working within well defined referral 
criteria. While there is some indication that GPs can make differential referrals where a 
range o f services are available (Sibbald, 1993; Burton, 1995), it may also be the case that 
where other services are sparse, or waiting lists long, patients may be inappropriately 
referred to the counsellor. It has been argued that most counsellors are not equipped to 
deal with the more difficult patients, for example where the symptomatic picture is 
complicated by a history of sexual abuse (Burton, 1995), and that for some patients short 
term counselling may do some damage by opening up issues which cannot be resolved 
within the limited time allocation (Burton, 1995). Indeed Stem (1993) argues that 
externally mandated brief therapy may put some people at risk and violates therapeutic 
integrity. Clearly, as most primary care counselling services were set up as offering short 
term contracts, the limits of this service must be clearly defined, and the referral criteria 
(particularly the exclusion criteria) and the referral-on process must be clear. Several 
recent reports have begun to define referral criteria for counselling services, consistently 
they describe acute, mild to moderate problems, such as anxiety and depression or life 
crises such as bereavement, problems of adjustment and ‘life cycle development issues’
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(e.g. Boot, 1994; Cocksedge, 1997). There is little work on the essential question, 
however, of identifying those who are most likely to benefit from counselling and those 
who are most likely to be harmed (Comey, 1990). For a full discussion on this issue the 
reader is referred to the research component of this portfolio. While there has been recent 
indication that some subgroups will benefit more than others from counselling (Booth,
1997) this J s  an important question in shaping up what place, if  any, counsellors might 
have in the NHS provision of psychological care.
Evaluation of counselling Linked to the need to develop clearly defined referral protocols 
which are evidence based, is the general paucity of studies demonstrating the efficacy of 
counselling. Research in counselling seems to be fraught with difficulties and, to date, 
has been sparse (at least, as indicated through published data). It may be, as argued by 
Bolger (1991), that there has indeed been a steady stream of unpublished research on 
primary care counselling, but that the researchers have been reluctant to seek publication. 
There have been few published randomised controlled trials of counselling and where 
these have been published, the results are variable. For example in a large randomised 
clinical trial of 726 patients who had consulted their GP with neurotic disorders, no 
differences were reported in outcome between the counselling and normal GP care group 
(Ashurst and Ward, 1993). Boot et al (1994) reported positively on a randomised 
controlled trial (RCT) of the short-term impact of primary care counselling. Boot et al
(1994) compared 124 subjects who received counselling to 68  patients who received usual 
GP care. The results showed greater improvement in psychological health as measured by 
the GHQ for those patients who received counselling for acute problems compared to 
those who received normal GP care. Those in the counselled group were also more 
satisfied with treatment, were prescribed fewer anti-depressants, and had lower rates of 
referral on to the secondary services such as clinical psychology or psychiatry. In a later 
review published by Boot et al (1997), they conclude that outcome studies have shown 
counselling to be as effective as normal GP care, or in some cases more effective at post­
treatment and sometimes follow-up.
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While RCTs of counselling in primary care present inconsistent results, those studies 
which report on outcome using comparisons of pre- and post-counselling measurements 
are slightly more evident and perhaps more consistent. For example, studies have 
reported that following counselling, there has been a reduction in symptomatology (Boot,
1994), appointments with the GP (Waydenfeld and Waydenfeld, 1980) and the use of 
prescribed drugs ( Spiers and Jewell, 1995). There has also been a report of a possible 
reduction in the number of consultant episodes in medical specialities such as 
gastroenterology following counselling (Irving, 1988). Indeed there is now a substantial 
literature on the use of counsellors in primary care (Burton, 1992), but many of these 
studies are still descriptive or anecdotal. Clearly any service development of counselling 
in primary care does so against a lack of empirical evidence and inconclusive descriptive 
reports on efficacy. Any new service must therefore, as a matter of necessity, include 
careful, detailed audit with at least pre- and post-counselling outcome measures and 
follow-up. The data must also be part of the health service audit loop, informing and 
guiding practice, with subsequently widespread dissemination of the results.
Models of Service Provision
Across the country the development of counselling services has varied in style and 
quality. There has not been a single high quality model which has been adopted 
throughout primary care, but rather a diverse picture o f service provision from which 
several models have emerged. The involvement of a profession such as clinical 
psychology at the early discussion stage of setting up a new counselling service offers the 
opportunity to influence service strategy, the model of service delivery, the service 
implementation and the service audit. Overall, then, the early involvement of clinical 
psychology in the development of a new counselling service contributes toward an 
integrative, co-operative primary care service, rather than one based upon guarded 
competition.
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Organisational Structure
The organisational ‘style’ of counselling provision can be seen along a dimension, with 
the independent contractor who negotiates their own contract with the GP at one end, to 
the counsellor who is managed within an NHS department such as clinical psychology at 
the other. Somewhere along the middle would be that adopted by some Health 
Authorities such as in Derbyshire, where the counsellor is directly employed by the 
Health Authority, but is responsible for organising their own supervision and ongoing 
training.
Given the available literature over the last few years, it could be argued that there are 
substantial advantages in the development of a counselling service firmly within an 
established clinical department (e.g. Hall, 1997). Despite the possible higher costs to the 
purchaser o f such a service, there are persuasive arguments supporting value for money. 
For example, a district departmental structure could establish a district wide minimum 
standard of training and experience, provide ongoing training and development and a high 
standard of in-house supervision, with a supervisor familiar with the issues of working in 
a medical setting. This model of counselling service provision would also be consistent 
with working towards a seamless service across psychological healthcare provision.
Seamless service Many counsellors report that they are unfamiliar with many aspects of 
the NHS, for example the overall structure particularly of the mental health services or of 
medical models (Einzig et al, 1995). They work in isolation often with little opportunity 
to meet with other counsellors or colleagues providing psychological therapy at the 
primary care level. Many struggle with lack of clarity around their boundaries with other 
services, lack of knowledge and a sense of competition rather than co-operation. 
Provision o f counselling from within a clinical psychology department would address 
some of these problems, would increase the counsellors knowledge about other services, 
possibly with joint training opportunities. Supervision could be provided both on 
individual basis but also in the format of group case discussion. Referral protocols for the
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counselling service could be developed alongside those for the other providers such as 
primary care clinical psychology or the community mental health teams.
The introduction of counsellors into primary care has contributed to the need for more 
specific consideration of the clinical psychology and counselling boundary, the subject of 
several recent publications (Parker, 1997; Pittock et al, 1998). The development of a new 
counselling service which is placed within the structure of a clinical psychology 
department offers the opportunity of broadening the range of talking therapies available, 
while development outwith such a department is more likely to lead to competition for the 
same patients and emphasis upon what each can provide, with reluctance to define what 
they cannot. The result could be clinical psychologists working at a level lower than their 
skills would indicate and the counsellors accepting referrals of, and offering counselling 
to, complex cases outwith their competence. It is important in the planning and provision 
o f a counselling service to emphasise that it is not possible to substitute counsellors for 
other professionals such as the community psychiatric nurse (CPN) or clinical 
psychologists as they bring different skills and training (Burton, 1995). The establishment 
of counsellors within the clinical psychology department does not mean that vacant 
clinical psychology posts could or should be filled by counsellors and services should 
continue to be needs led rather than resource led (Shillitoe and Hall, 1997). The role of 
counsellors in primary care needs to be clearly defined and differentiated from that of 
clinical psychology (Pittock and Davidson, 1998). Whether clinical psychologists in 
primary care have a broad assessment and consultation role as described by Eagle (1998), 
or a therapeutic role working with the most complex cases (McPherson, 1995), it is 
clearly different from the role of counsellors. The BPS (1994) for example, in their 
attempt to establish a preliminary role differentiation between counselling and clinical 
psychology, described counselling psychologists as working with people facing 'normal 
life cycle development issues'. Counselling. therefore, does not replace clinical 
psychology but supplements the service, with counsellors working in conjunction with, 
rather than in competition with clinical psychologists (Comey, 1996). It is likely that
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working within one department, where the roles and referral protocols are clearly defined, 
a climate of informed co-operation would be fostered.
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Planning and Development of a Departmental Model of Counselling within Central 
Nottinghamshire Healthcare Trust
Background to the Service
Discussions regarding the development of a new primary care counselling service began 
with the formation of a group with representation from Trust management, the Family 
Health Services Authority (FHSA), psychiatric services, public health, the voluntary 
sector and myself on behalf of clinical psychology. The remit of this group was to work 
together to produce a purchasing strategy for the provision of counselling services in 
North Nottinghamshire. Involvement of clinical psychology at this early planning stage 
was vital in preparing the ground for a departmental model of service delivery.
Planning the Service
Guided by the strategy, I produced a model of service provision, a service description and 
costing for a new primary healthcare counselling service. The service described would be 
shaped not only by the available literature on counselling, but also by the documents 
prepared over the previous two years and the nature of the existing services. It was 
paramount that the service was not only financially realistic, but also manageable within a 
departmental structure, auditable, accountable and of the highest quality particularly in 
terms of counsellor training and supervision (see Appendix 1 for the service description 
and Appendix 2 for the referral protocol)
Service Description
The service description and the costings were accepted by the Trust Board, and 
subsequently by the Health Authority.
Aim of the Service
In setting out the aims, it was emphasised that the new counselling service would:
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Be managed within the department of clinical psychology, with the counsellors taking 
part in the professional appraisal system.
Complement rather than replace the existing services.
Focus upon patients with more minor difficulties, making recommendations for 
referral on to the voluntary and statutory services where indicated.
Maintain high quality standards in training, ongoing professional development and 
supervision, with counsellors working within their level of competence.
Carry out ongoing audit and evaluation of the service, with wide dissemination of the 
results which would be fed into the audit loop to refine the service.
Costing of the service
A comprehensive costing of the service, including all component costs, was completed in 
liaison with the Trust’s finance officer. To ensure high quality standards, the costing of 
counsellor time included clinical, administration, supervision and ongoing training time.
Application for Audit Monies
In order to carefully audit and evaluate this new counselling service, the Audit Committee 
supported a bid for a part time psychology assistant (see Appendix 3.1 for the job 
description).
Delivering the Primarv Healthcare Counselling Service
A detailed plan of a three phased delivery of the service across the thirty GP practices 
within the District was prepared, starting in October 1996 with target completion by 
September 1997. There were ten practices in each phase, with a spread across the District 
in each. Completion of the development was achieved in the December 1997.
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Implementation of the phased development
The implementation of the phased service delivery involved careful liaison with the GPs, 
North Nottinghamshire Health (the Health Authority) and the Trust Board, along with 
providers in both the voluntary and statutory services. A total of nine counsellors, a 
supervisor, a full time secretary and the psychology assistant (0 .6  wte) were appointed in 
addition to myself (0 .4wte). High quality standards were set for staff, and all counsellors 
were eligible for BAC or BPS accreditation. The appointed supervisor was both 
experienced in primary care and a BAC accredited supervisor (for job descriptions, see 
appendices 3.2 and 3.3)
Evaluation
As planned, the service has been carefully evaluated and reports submitted to the audit 
committee. Trust Board, North Nottinghamshire Health, the Local Medical Committee 
and the Community Health Council. GPs were provided with a brief report.
Audit Aims
The audit was designed to evaluate the development of this new counselling service in 
primary care, and had the following specific aims.
1. To assess the feasibility of recruiting and maintaining a bank of trained counsellors to 
work in primary care. Target: to maintain sufficient counsellors, o f high quality, to 
provide a counselling service to thirty practices.
2. To document the use of the service in terms of the number, nature and appropriateness 
of the referrals in the first year. Target: for the majority of referrals to be appropriate, 
meet referral criteria, wait less than six weeks for assessment and complete 
counselling in less than 6 sessions.
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3. Assess the outcomes of the counselling service with particular reference to indications 
of change using selected questionnaires (i.e. The Brief Symptom Inventory and The 
General Health Questionnaire). Target: to achieve significant improvement pre- to 
post-counselling.
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METHOD
Design
Catchment
The service was provided district-wide to thirty general practices serving a total 
population of approximately 300,000 people. Practice types ranged from single-handed 
with less than 3,000 patients to large group practices with 8 GPs serving more than 
15,000 patients.
The Service
The generic service was provided by nine part-time counsellors (eight women and one- 
man) aged from 30 years to 56 years (mean 44.1 years).
Patient Recruitment
All patients referred by GPs to the counselling service within the first year.
Pre- and post-counselling assessments
Following referral, two pre-counselling assessments, the Brief Symptom Inventory (BSI) 
and General Health Questionnaire-12 (GHQ-12), were sent by the general practice 
secretary along with the patient’s initial appointment to see the counsellor. Where the 
patients were unwilling/unable to complete these for any reason, this was accepted 
without question and the counselling process continued as usual. Those patients who 
completed a pre-counselling questionnaire were provided with post-counselling 
questionnaires at their last appointment, together with a pre-paid envelope addressed to 
the department of clinical psychology.
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Brief Symptom Inventory (BSI)
The BSI (Deragotis and Spencer, 1982; Deragotis and Melisaratos, 1983) is an 
abbreviated 53 item version of the original 90 item Symptom Check List 90 (SCL 90; 
Derogatis and Cleary, 1977). It has been extensively used both in outcome studies within 
the traditional field of psychotherapy and the newer counselling field.
The BSI provides three global scores: 1) the General Severity Index (GSI); 2) the 
Positive Symptom Total (PST); and 3) the Positive Symptom Distress Index (PSDI). The 
GSI is the most sensitive single indicator of psychological disturbance, combining 
information on both the number of symptoms and intensity of distress. The PSDI is an 
intensity measure corrected for number of symptoms reported, and providing an average 
index of distress. The PST simply indicates the absolute number o f symptoms 
experienced by the respondent. In addition to these global scores, the BSI also provides 
nine ‘primary symptom dimensions’, described as broad-brush profiles of 
psychopathology and patterns of symptomatology (Deragotis and Spencer, 1982; 
Deragotis and Melisaratos, 1983). For the purposes of the audit, only the three global 
indices were used.
General Health Questionnaire 12 fGHO-12)
The GHQ-12 (Goldberg and Williams, 1988) is a widely used measure o f psychological 
distress. The GHQ can be used to assess changes in psychological distress with time, and 
there is some evidence that scores rise and fall as clinical status o f the individual changes 
(Goldberg and Williams, 1988). While less often used within the psychotherapy field, it 
has been used extensively within medical settings and primary care as a case detector 
(scoring > 11/ 12) and by the early evaluation studies of primary care counselling as a 
measure of change (e.g. Goldberg et al, 1997; Boot et al, 1994).
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AUDIT RESULTS
A summary of the audit results is presented here. Where more detailed results were 
presented in the first year audit report, these will be included in the appendices as 
indicated.
Audit aim
1. To assess the feasibility of recruiting and maintaining a bank of trained counsellors to 
work in primary care.
It had been possible to recruit and maintain nine qualified counsellors to work in primary 
care and support the developing service. Quality, ongoing training, supervision and 
support had been provided, and following initial adaptation to working within the NHS, 
all the counsellors settled. This was assessed through a written report on each counsellor 
by the supervisor and an appraisal interview with the counsellor by the service manager at 
six months (for details of the counselling staff and training see Appendix 4)
Audit Aim
2. To document the use of the service in terms of the number, nature and appropriateness 
of the referrals in the first year.
Referrals Within the first year 479 patients were referred to the counselling service. 
From these, 410 (8 6 %) attended a first appointment. The age range of referrals was 16 
years to 65+ years with women outnumbering men (328 and 140 respectively). The 
majority were white (99.5%), approximately half were married (48%), and more patients 
were employment than registered unemployed (178 and 49 respectively). These data are 
consistent with national statistics for the local area (see local statistics in Appendix 5, 
Tables 2, 3, 4). It should be noted however, that ethnicity was unknown for 56.8% of 
those referred to the service, and employment unknown for 24.4% of those referred.
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From referral to attendance however, the demographic data on age, sex, ethnicity, marital 
and employment status remained fairly consistent (see appendix 5, Tables 5, 6 , 7, for full 
details).
Outcome of Assessment From the total of 479 patients referred for a first appointment, 
69 (14.4%) failed to attend, 53 (11.5 %) were assessed and discharged by the counsellor, 
325 (6 8  %) went onto attend counselling. The counsellor, in consultation with the G.P, 
recommended that 11 (2.3 %) of patients be referred to mental health services, 7 (1.5 %) 
to primary care clinical psychology and 12 (2.5 %) to other agencies (for extended details 
of assessment and counselling outcome see Appendix 5, Tables 9, 10)
Presenting Problems For most (74%) of the patients more than one presenting problem 
was recorded. The most common were depression (n = 172, 42%), anxiety state (n = 151, 
37%), marital/partner problems (n = 139, 34%), family problems (n = 84, 20%) and 
bereavement reactions (n = 82, 20%). The least frequent presenting problems included 
psychosexual problems (n = 4, <1%), legal/forensic problems (n = 2, <1%), substance 
misuse (n = 8 , 2%), ruminations (n = 6 , 1%), overt rituals (n = 4, <1%) and eating 
disorders (n = 6 , 1%). The nature of the presenting problems were in accordance with the 
referral protocol, that is ‘anxiety, depression and difficulties related to acute life crises’ 
(for a full list of presenting problems see Appendix 5, Table 11).
Waiting time and number of sessions The majority of patients were seen within the target 
of 6 weeks of referral (67%), with a third being seen within two weeks (36%). A small 
number (n = 4, 0.97%) waited in excess of 18 weeks. The majority of patients (75%), 
completed their counselling contract within the target of six sessions (range = 1-12  
sessions; for expanded details see Appendix 5, Tables 12, 13)
Medication From a sample of 269 patients for whom medication use/non-use was 
recorded, the majority (N = 163) were taking medication at the time of counselling. Of 
these, 107 were taking prescribed anti-depressants, 33 were taking drugs for medical
40
problems, 7 were taking anxiolytics, and 5 were taking antipsychotic medications (see 
Appendix 5, Table 14)
Annronriateness of referral Of the 410 patients seen for assessment, the counsellors rated 
222 (54.1%) as very appropriate for short term counselling, 88  (21.5%) as quite 
appropriate and 70 (17.1%) as appropriate. Overall 92.5 % were viewed as appropriate to 
some degree. Only 23 (5.7%) were felt to be ‘not appropriate’. Data on this item were 
missing for 7 patients (1.7%). Those patients who were viewed as not appropriate 
included those with complex presenting problems such as childhood sexual abuse, 
substance misuse and self harm, all of whom were subsequently referred on to other 
services (see Appendix 5, Table 15)
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Audit Aim
3. To assess the outcomes of the counselling service with particular reference to 
indications of change using the Brief Symptom Inventory (BSI) and The General 
Health Questionnaire-12 (GHQ).
Pre- post-counselling measures Within this first year, of the 280 patients who completed 
counselling, pre- and post-counselling data were available for 77 patients on the BSI. 
There was a significant level of improvement in psychological distress on all three global 
indices following counselling. Pre- and post-counselling data were also available for 90 
patients on the General Health Questionnaire. Again there was a significant 
improvement in reported levels of psychological distress following counselling. Those 
patients who failed to return either the pre- or post-counselling questionnaires, or who 
returned incomplete questionnaires were excluded from these analyses.
Table 1 Mean (sd) scores on Brief Symptom Inventory Global Indices pre- and post­
counselling (n = 77 patients)
Pre­
counselling
Post-
counselling
Nottinghamshire 
community norms*
General Severity Index (GSI)*** 1.5 (0.7) 0.8 (0.8) ** 0.44 (0.47)
Positive Symptom Total (PST) 33.0(11.6) 24.5(15.1)** 14.46(10.43)
Positive Symptom Distress Index 
(PSDI)
2.1 (0.7) 1.5 (0.7)** 1.38(0.56)
* (Francis, Raj an and Turner, 1990)
** pre-post difference significant at p < 0.001 (two-tailed t-test)
*** The GSI outpoint for caseness is > 0.78 for women and > 0.58 for men (Derogatis, 1993).
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The community sample falls within the geographical area served by the counselling 
service. Comparison of the patients pre-counselling mean scores on the BSI (Table 1) 
with the norms of the non-clinical Nottinghamshire community sample shows that the 
level of distress experienced by patients prior to counselling is higher on all o f the BSI 
global indices. The degree of difference in mean scores is notable, suggesting that the 
patients referred for counselling were experiencing considerable psychological distress. 
Post-counselling the mean scores are still above the mean but within one standard 
deviation of the community sample scores on all measures.
Table 2 Percentage of patients showing an improvement in reported distress following 
counselling as measured by the GHQ and BSI
Percentage of patients showing improvement
GHQ 89%
GSI 87%
PST 78%
PSDI 85%
Table 3 Mean (sd) scores on the GHQ pre- and post-counselling (N = 90)
Pre-counselling mean (sd) Post-counselling mean (sd)
GHQ 22.7 (7.5) 11.5 (8.4)**
** pre-post difference significant at p < 0.001 (two-tailed t-test) 
Case detection score (GHQ ‘Caseness’) > 11/12
Significant pre- to post-counselling improvement is seen on the GHQ. The mean pre­
counselling score was considerably higher than the case detection score indicating
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substantial distress in the counselling population. Post-counselling, the mean score fell 
to around the cut off point for case detection.
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DISCUSSION
Audit Results
The counselling service has been used well. Within the first year the departmental model 
has provided the structure to develop a high quality service which was successful in terms 
of patient outcome. The demographic data from the first year audit do not show a referral 
bias for marital status, ethnicity and employment status which generally reflect the local 
population. It should be noted however, that there is missing data for each of these 
characteristics in the referred population, particularly employment status (24.4% 
unknown) and ethnicity (56.8% unknown). In the latter case, where ethnicity was known, 
99.5% were recorded as ‘white’ compared to population norms for Mansfield and Urban 
area, 1991, which report 99% white, Nottingham City 89.2% Sheffield 95% ‘white’ and 
Inner London 74.4% ‘white’. While the referred population in this study is not 
representative of the ethnicity of the broader population, particularly in metropolitan 
urban areas, the ethnic mix would appear to be similar to the local population. The extent 
of the missing data however, would indicate that the accessibility o f the service across 
ethnic groupings is worthy of further investigation.
On the whole, the service has been referred those patients it was designed to help, with 
the majority being appropriate and the presenting problems generally meeting referral 
criteria. It is worthy of note, however, that pre-counselling scores on both the BSI and 
GHQ-12 indicated considerable distress, with mean post-counselling scores falling to 
above the case cut off point for the GSI, and falling at the cut off point for the GHQ-12. 
Indeed, the pre-counselling GHQ-12 scores are similar to the clinical psychology patient 
norms published with the questionnaire handbook (means: pre-treatment = 21.2; after 3 
months treatment = 10.3 (Milne, 1987). These data, in combination with the medication 
data showing a high rate of anti-depressant usage, would indicate that the service target of 
‘mild to moderate’ difficulties is not always being achieved. There is also an indication 
that small numbers of complex difficulties such as child sexual abuse, eating disorders, 
substance misuse and self harm, are being referred inappropriately. This highlights the
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need to reinforce the referral criteria and further improve the level of appropriateness of 
referrals. To this end, the GPs have been reminded of the service target and the referral 
protocols are being reproduced to emphasise both appropriate and inappropriate referrals. 
Although the mean scores on both of the questionnaires indicated substantial levels of 
presenting distress, significant pre- to post-counselling improvements were recorded on 
all measures. Clearly this area is worthy of further investigation.
Development of the service
The three-phase introduction of the service The three-phase development seemed to be a 
successful and manageable way of introducing a new service to over thirty GP practices. 
The lessons we learned from phase one of the development assisted the smoother 
implementation of the later phases. Many of the issues raised in the course of the 
development are consistent with those outlined in the literature in the field.
Communication with GPs Within the first phase of the development it became apparent 
that good communication with the GPs was essential in the smooth implementation of the 
service, adherence to referral protocol and management of waiting lists. O f particular 
importance was the opportunity to clarify the role of the counsellor alongside the 
secondary services and the joint responsibility of GP and counsellor together in the 
management of the waiting lists.
Model of Service delivery The introduction of counsellors to primary care, and the 
integration of this service with the clinical psychology department has highlighted many 
issues, both for the counsellors and the clinical psychology department. Through this 
development a clear model for service provision has been outlined and evaluated.
Counsellors as NHS Emplovees
Despite careful selection, some of our counsellors, like many others nationally (Einzig,
1995), were unfamiliar with the requirements of working in a clinical department within
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the NHS. As early as the induction day, and throughout the first year of service, several 
issues were highlighted and addressed:
Confidentialitv and Communication with the GPs Issues of confidentiality are 
approached differently in medical settings compared to private practice, and some of the 
counsellors were not used to sharing their counselling work with a referral agent. Some 
felt they were breaking patient confidentiality by writing to the GP and struggled to 
consolidate this requirement with the BAC code of conduct. The Anthony Smith inquiry 
(Southern Derbyshire Health Authority, 1996) helped in emphasising the importance of 
communication, and all counsellors were required to read this report. A solution was 
reached through the development of an assessment/discharge form, which would allow 
the counsellors to present very brief, standardised information. The requirement for note 
keeping raised similar concerns for the counsellors. The Trust's legal department had 
advised that the counsellors would be required to keep clinical notes, which would be 
stored in the same way as clinical psychologist's notes. Again, for the counsellors this 
was an issue of confidentiality which had to be addressed carefully. Their introduction to 
the Health Service and the department of clinical psychology, then, demanded a clear 
shift in working practice for the counsellors, where their autonomy was reduced and 
accountability increased. This problem was addressed at an earlier stage as the service 
developed into phase two. Although experience in the primary care setting was 
‘desirable’ a knowledge of the issues was however, ‘essential’ and this was tested more 
thoroughly at interview.
Integration of Primarv care counselling and clinical psvchologv
For a clinical psychologist the task of managing a group of counsellors with little 
experience of the NHS presents a particular challenge. Through extended periods of 
careful negotiations, costing and service planning, it is understandable that the launch of 
the new service could be seen as an achievement of a long awaited goal. It was however, 
only the start o f shaping the team which would deliver the high quality service outlined in 
the service description. Issues such as confidentiality and accountability (as described
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above) offer clear challenges for the counsellor within clinical psychology managed 
service. Integration within the clinical psychology department, however, has many 
advantages both for the quality of the service delivery and for the support of counsellors 
(for example standardisation of training and skills, maintenance of quality supervision, 
continuing professional development and service audit). In addition, this model offers 
peer support, links to other mental health services, ease of appropriate referral-on, a 
professional pay structure and cover when sickness absence. Counsellors within a 
department of clinical psychology can also have their needs reviewed and targets set 
within the appraisal system. For many service managers, purchasers and counsellors, 
these advantages far outweigh the disadvantages, which might include a slightly more 
expensive service, or a loss of autonomy.
While the last few years have seen general support for this model of service delivery, and 
our own is not unlike many others that have subsequently developed (see H all, 1997; 
Shillito, 1997; Pittock, 1998), this model continues to offer some challenges to clinical 
psychologists. Some, for example, fear that the integration of counsellors into a 
department of clinical psychology will result in dilution of skills, or indeed that their jobs 
may be at risk as counsellors are perceived as a cheaper therapeutic option (Hall, 1997). 
While views such as these were expressed within our own department throughout the 
development of the counselling service, rather than the replacement o f clinical 
psychologists with counsellors, quite the reverse has been the case. Costing for the 
management component of the service was translated into funding for a full time A grade 
clinical psychologist to replace B grade management time. Thus, the counselling 
development was directly responsible for creation of a new clinical psychology post and 
an increase in the number of psychologists working in primary care. Neither has the fear 
of reduced referrals to clinical psychology been realised. Indeed, the pattern of increasing 
referrals year on year has continued despite the counselling development. This 
development is consistent with Burton’s (1997) view, that clinical psychology cannot be 
replaced by counselling, as counsellors clearly provide something that is different from 
clinical psychology (Burton, 1997). Our own data is consistent with Burton’s (1997)
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with marked differences between the presenting problems of those referred for 
counselling and those referred to the clinical psychologist. For example, using the same 
problem checklist as used in the counselling service, an audit of referrals to primary care 
clinical psychology over the last year shows a more disturbed patient group requiring 
more specialist skills. The five most common reasons for referral from GPs to clinical 
psychology were moderate to severe depression and anxiety, physical and sexual abuse, 
aggression and violence and eating disorders.
The introduction of counsellors through a clinical psychology managed service, offers 
clinical psychology the opportunity to develop rather than monopolies the provision o f the 
talking therapies in primary care. Indeed some five years ago Kat (1993) described three 
possible pathways for the future of clinical psychology services. The clinical psychology 
department which employs only chartered clinical psychologists, the department with a 
skill mix of applied chartered psychologists and thirdly a skill mix of chartered 
psychologists and non-psychologists. While Kat may still favour a degree of skill mix 
(personal communication, 1998), Miller (1994, 1997) goes one step further and argues 
that only the latter is viable in the health service with high demand, low resources and 
limited supply of clinical psychologists.
Continued Developments
Since the introduction of the counselling service in November 1996, there has been 
continued development. Two years on, further fundholders have purchased sessions, and 
many non-fundholders have requested additional sessions from North Nottinghamshire 
Health, which has recommended that this model be adopted for roll-out into the 
neighbouring District of Bassetlaw.
Funding for the counselling service, along with clinical psychology, is secured at least for 
the financial year, 2000/2001. Subsequent to this, changes might be expected as the 
Primary Care Trusts (PCTs) become more established. Locally as nationally, providers of 
the talking therapies in primary care are uncertain of how service provision will be
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influenced by the formation of the PCTs. As outlined at the recent clinical psychology, 
primary care conference (York, 1998), the possibilities are both anxiety provoking yet 
exciting, with both evolutionary and revolutionary models of change equally likely.
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Postscript
Since completion of the audit and this section of the portfolio, three recent reports which 
are relevant to the content have been published.
• A Randomised controlled trial of non-directive counselling, cognitive-behaviour 
therapy and usual general practitioner care in the management o f depression as well as 
anxiety and depression in primary care. (King et al, 2000)
In this NHS Health Technology Assessment Programme project, counselling and 
cognitive behaviour therapy were equally as effective and superior to usual GP care at 
four months. Thus providing empirical evidence for the effectiveness counselling.
• A National Service Framework for Mental Health - Modem Standards and Service 
Models (Department of Health, 1999).
This Department of Health document describes what ‘must’ be developed within mental 
health services in order to equalise access and drive up standards. Amongst other areas, 
there is a clear emphasis on the strengthening of primary mental health care. There is no 
doubt that this will effect the delivery of the talking therapies in primary care and 
consequently the services described in this audit.
• Treatment of Choice in Psychological Therapies and Counselling - Evidence Based 
Clinical Practice Guideline (Department of Health, 2001).
This Department of Health document details the evidence for the talking therapies and 
outlines practice guidelines. Along with the National Service Framework this will shape 
the psychological therapies and counselling protocols and subsequently the delivery of 
services. Broadly, the document offers support .for the protocol developed within the 
service described in this audit.
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APPENDIX 1 
Primary Healthcare Counselling 
Service Description
COUNSELLING
As in other helping relationships, counsellors work with individuals by offering time, attention 
and respect with a view to giving the client the opportunity to explore and clarify ways of living 
more resourcefully. In a counselling relationship the client will usually be in a problem situation 
and require help to make decisions, resolve the crisis and alleviate their distress.
COUNSELLING AS DISTINCT FROM THE EXISTING SERVICES
While the existing services do offer counselling as an integral part of their work with a client, 
this is not usually the core skill or central focus of these specialised services. Counselling is 
most appropriate for those individuals who require short-term help to deal with normal life 
course issues, or cope with particular life crises such as relationship breakdown, career change, 
redundancy, bereavement and illness.
The client however, may experience a fundamental or persistent emotional, cognitive or 
behavioural difficulty, or a childhood trauma such as sexual abuse. In these cases, referral to 
other specialist services such as clinical psychology would be most appropriate. The clinical 
psychologist can offer psychological assessment and short or long term psychological therapy 
including the cognitive, behavioural and dynamic psychotherapies. The client is usually seen for 
therapy at the general practice, local health centre or resource centre.
Where the client also has an underlying psychiatric problem, referral to the community mental 
health team is indicated. The client’s mental health needs may then be assessed and a care plan 
involving the individual and significant family members and carers can be developed and 
implemented. The client is usually seen at the local resource centre or in their own home.
TARGET GROUP
All adults over the age of 16 years registered with the practice, who present with an emotional 
problem amenable to short term counselling. These individuals will not usually have an 
underlying mental health or psychiatric problem but will have emotional difficulties arising from 
acute life events.
AIM OF THE SERVICE
To provide a quality counselling service which will be distinct from the existing Clinical 
Psychology Primary Healthcare service and the Community Mental Health service, while 
maintaining close links and liaison with these services.
To provide an easily accessible, quick response service within the practice.
59
To provide an assessment service for all patients referred by the PHCT for counselling.
To provide a counselling service where appropriate, or to make recommendations regarding 
referral on to the voluntary and statutory services where this is indicated.
To enable individuals presenting with minor difficulties to deal more effectively with the 
problem and prevent deterioration in their emotional well-being.
To provide a resource for the PHCT in the psychological management of their clients.
To maintain quality standards in training, supervision, ongoing professional development, audit 
and management of the counsellors within general practice.
QUALITY STANDARDS
TRAINING
All counsellors in General Practice will have undertaken a period of formal training providing a 
balance of theory and skills development, which will have been complimented by supervised 
practice. They will already hold a qualification which is accredited by the British Association for 
Counselling, the British Psychological Society or equivalent, or will be considerably advanced in 
working towards this accreditation.
SUPERVISION
In accordance with the BAG code of ethics, counsellors require a minimum of one and a half 
hours of individual supervision per month or the equivalent in group supervision in order to 
practice. In order to maintain high standards of practice and optimise the personal effectiveness 
of counselling staff, the full time counsellors will have an allocation of one hour of supervision 
per week. Each counsellor will receive a minimum of 1.5 hours of individual supervision and 
1.5 hours of group supervision per month as part of their working week. The supervisor will be a 
BAG accredited counsellor, experienced in both counselling and supervision. The ongoing needs 
of each individual counsellor will also be assessed to ensure that the supervision is appropriate 
and sufficient to support their clinical practice.
CASE MANAGEMENT
All counsellors will meet regularly with the line manager, head of clinical psychology primary 
healthcare, to discuss service issues, case management and those patients who may need referral 
onto the mental health services.
LIAISON WITH MENTAL HEALTH SERVICES
In addition to case management, each counsellor will have personal contact with the individual 
clinical psychologist and community psychiatric nurse providing a service to the General 
Practice.
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LIAISON WITH THE PRIMARY HEALTHCARE TEAM
The service has been costed to allow for counsellor liaison time of 15 minutes per session with 
the PHCT.
PRIMARY CARE BASED SERVICE
While management, supervision training and audit will be provided by the Trust, the service will 
be based in primary care. The referrals, waiting list and written notes will be held within the 
practice. All letters to the referral agent will be typed by the practice secretary where requested.
PROFESSIONAL DEVELOPMENT
The ongoing training and professional development needs of the individual counsellors will be 
monitored. All counsellors will also have full access to the comprehensive Tn House’ staff 
development programme and the special interest groups and will be funded to attend external 
courses where appropriate.
ADMINISTRATION AND RECORD KEEPING
Referral
Referral criteria leaflets for the PHCT and patients information booklets will be supplied by the 
counselling service.
An individual protocol outlining the method of referral and the system for making appointments 
and contacting clients will be developed for each specific practice.
Counselling Records
The counsellor will maintain their own record of each counselling session which will be kept 
separately from the medical notes. These records will be accessible to the clients in accordance 
with the ‘Access to Health Records’ Act of 1991. These notes will be stored at discharge within 
the clinical psychology department. The counsellor will clarify with the general practitioners and 
the individual client at the time of assessment, what information will be shared and where this 
will be recorded.
ACCOUNTABILITY
The counsellor will be accountable to their employer for the management, organisation and 
quality of the service they provide. They will adhere to a professional code of ethics and 
practice, as outlined by their own professional body. The General Practitioner however, retains 
overall medical responsibility for the client.
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AUDIT AND EVALUATION
The counsellor will participate in the local audit and evaluation of the counselling service as 
directed by the counselling service manager. The information will be made available to the 
PHCT and regular reviews will be arranged with the team.
MANAGEMENT
The Trust will be responsible for providing appropriate clinical and professional management of 
the counsellor. This will include supervision and ongoing professional training, as well as 
service evaluation and audit. As the counsellor will be managed and employed within the 
Department of Clinical Psychology, close links with other services providing psychological 
therapies will be fostered and developed. This will promote the provision of a quality seamless 
service and will help to ensure that the individual needs of each patient are met by the most 
appropriate professional.
CONTRACT
An individual contract will be agreed between the Trust and each participating General Practice. 
The contract will include the following details:
An outline of the assessment, counselling and referral on service.
The cost of the service, agreed at an hourly/sessional rate.
The allocation of patient contact time, based upon a 50 minute session with 10 minutes for 
record keeping.
The allocation of time for audit, evaluation and supervision. Each practice will provide a 
proportion of time required to meet the counsellors overall needs.
As the counsellor will be employed on a Trust contract, the usual terms and conditions regarding 
sick and annual leave will apply. Arrangements for payment of tax, national insurance, pension 
and professional insurance will be followed.
CO-ORDINATION AND SERVICE DEVELOPMENT
The manager of the counselling service will be available to the primary healthcare team and 
counsellors for advice, discussion and consultation. The manager of the counselling service 
along with the counselling supervisor, will arrange interviews of prospective counsellors and 
ensure that the selection criteria and specifications are adhered to. Interested General 
Practitioners may wish to be part of the selection process where possible.
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For further information on the Primary Healthcare Counselling Service 
contact
Maureen Tomeny 
Consultant Clinical Psychologist 
Head of Specialty, Primary Healthcare 
tel. 01623 784910
Central Nottinghamshire Healthcare (NHS) Trust 63
APPENDIX 2 
REFERRAL PROTOCOL
Appropriate Referral for Primary Care Counselling:
Those clients requiring short-term help to deal with normal life course issues, or cope with 
particular life crises, including:
• relationship breakdown
• career change or redundancy
• bereavement
• minor subclinical depression / minor anxiety
The counsellor can help those individuals presenting with minor difficulties to deal more 
effectively with problems and prevent deterioration in their emotional well-being.
How to refer: Complete a referral form and pass directly to the practice counsellor
Inappropriate Referral:
In certain cases referral to other services such as clinical psychology or the Community 
Mental Health Team is appropriate where the clients’ difficulties can be assessed in detail, and 
long-term therapy offered or a care plan implemented.
Presenting problems may include:
• persistent emotional, cognitive or behavioural difficulties e.g. obsessive-compulsive 
disorder
suicide risk, self-harming behaviour 
childhood trauma e.g. sexual abuse 
eating disorder
underlying psychiatric problems 
alcohol & drug abuse
serious depression / specific or generalised anxiety
i
Next: To refer to psychiatric services contact your local CMHT Resource Centre
OR consultant psychiatrist at Millbrook/Deincourt
To refer to a clinical psychologist:
Write to Maureen Tomeny, Head of Primary Care Specialty, outlining the difficulty: 
Southwell Rd. West, Mansfield, Notts. NG18 4HH
Clinical psychologists provide a specialist assessment and treatment service effective in the 
management of a wide range of personal and interpersonal difficulties. Many of the referrals 
to clinical psychology are for fundamental or persistent emotional, cognitive or behavioural 
difficulties, or childhood trauma such as abuse. Assessment, short or long term psychological 
therapy can be offered, including cognitive, behavioural and dynamic psychotherapies. The 
primary healthcare team has direct access to limited clinical psychology services for physical 
health and child/family problems.
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APPENDIX 3.1
CENTRAL NOTTINGHAMSHIRE HEALTHCARE (NHS) TRUST
CLINICAL PSYCHOLOGY SERVICES
TOR DESCRIPTION
Title of Post:
Grade:
Job Summary:
Accountability
Duties and Responsibilities:
Assistant Psychologist, Primary Care 
Spine Point 10
To carry out service audit, evaluation and support the 
development of the counselling service.
This post is accountable to the Clinical Psychologist who is 
Head of Specialty for Primary Health Care Services.
1) To assist in the audit of the use o f the counselling
service in terms of number, nature and appropriateness 
of referrals.
2) To audit the impact of the counselling development on
the use of the existing psychological services.
3) To assist in the preparation interim six monthly and
full annual reports on the counselling service.
4) To prepare, along with the head of specialty, reports
for conference presentations and joint publication as 
appropriate.
5) To support the head of specialty to work with the
General Practitioners in developing the primary care 
mental health agenda.
6) To assist with training activities as necessary.
7) To report regularly to the head of specialty.
8) To attend regular supervision will be provided by the
head of specialty.
The post is based in the Psychology Department, but data collection may need to be 
carried out at various locations.
The above job description is subject to change by negotiation according to the needs 
and requirements of the service.
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APPENDIX 3.2
CENTRAL NOTTINGHAMSHIRE HEALTHCARE (NHS) TRUST
CLINICAL PSYCHOLOGY SERVICES
TOR DESCRIPTION
Title of Post: 
Salary Scale 
Job Summary:
Accountability
General Practice Counsellor 
Prof. Tech. 20.02. (£20,463)
To provide a quality counselling service. Which is distinct 
from the existing Clinical Psychology Primary Health Care 
Service and Community Mental Health Service, whilst 
maintaining close links and liaison with these services.
This post is accountable to the Clinical Psychologist who is 
Head of Specialty for Primary Health Care Services.
Duties and Responsibilities: 1)
2)
3)
4)
5)
6)
To provide an easily accessible, quick response service 
within the general practice setting.
To provide an assessment service for all patients referred 
by the primary health care team for counselling.
To provide a counselling service when appropriate or to 
make recommendations regarding referral on to the 
voluntary and statutory services when this is indicated.
To enable individuals presenting with emotional 
difficulties to deal more effectively with their problems 
and thus preventing deterioration in their emotional well 
being.
To provide a resource for the primary health care team 
in the psychological management of their clients.
To maintain the Central Nottinghamshire Healthcare 
(NHS) Trust quality standards in training, supervision, 
ongoing professional development, audit and 
management of counsellors within general practice.
The above job description is subject to change by negotiation according to the needs 
and requirements of the service.
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APPENDIX 3.3
CENTRAL NOTTINGHAMSHIRE HEALTHCARE (NHS) TRUST
CLINICAT, PSYCHOLOGY SERVICES
TOR DESCRIPTION
Title of Post: 
Salary Scale: 
Job Summary:
Accountability:
Duties and 
Responsibilities:
Supervisor for General Practice Counsellors
Prof Tech (2 sessions, up to 3 sessions) pro rata
To provide quality counselling supervision to a team of
Primary Care Counsellors.
This post is accountable to the Clinical Psychologist who is
Head of Speciality for Primary Health Care Services.
1) To provide regular individual and group case 
supervision to Primary Care Counsellors, ensuring each 
Counsellor works within his/her competence.
2) To support and supervise the Counsellors in their 
provision of an assessment service for all patients 
referred by the Primary Health Care Team for 
counselling.
3) To support and supervise the Counsellors in their 
provision of a counselling service when appropriate and 
to make recommendations regarding referral on to the 
voluntary and statutory services when this is indicated.
4) To support and supervise the Counsellors in their work 
with individuals presenting with acute life crises and 
minor emotional difficulties.
5) To guide the Counsellors in providing a resource for the 
Primary Health Care Team in the psychological 
management of their clients.
6) To support the Counsellors in their adherence of the 
Trust’s policies and procedures.
7) Through supervision, to ensure the Counsellors maintain 
high professional standards.
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g) Xo liaise closely with the Manager of the Counselling 
Service, working co-operatively to meet the service 
aims, maintain standards and promote development.
9) Participate in each supervision group and to form a link 
between these groups.
10) Along with the service manager, to assist in the 
planning and provision of counsellor ongoing 
professional development.
11) To maintain the Central Nottinghamshire Healthcare 
(NHS) Trust quality standards in training, supervision, 
ongoing professional development, audit and 
management of Counsellors within general practice.
The above job description is subject to change by negotiation according to the needs 
and requirements of the service.
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APPENDIX 4
THE PRIMARY HEALTHCARE COUNSELLING TEAM
The established team consists of nine well trained counsellors, accredited supervisor, 
manager, psychology assistant and full time secretarial support.
Counsellors
Counsellor Qualifications
counselling
certificate/
advanced
marital/
couple
certificate
counselling
diploma
. counselling 
psychother 
masters
psychology
degree
RGN or
other
relevant
yes yes ongoing yes
yes ongoing
yes yes yes
yes yes yes yes
yes yes
yes yes
yes yes yes yes
yes
yes yes
CONTINUING PROFESSIONAL DEVELOPMENT
Throughout the course of the first year, continuing professional development has been 
encouraged for the counselling team and in-house training events have been organised, 
as well as external training funded. These have included-
Counsellors and clinical psychologists in primary care
The role of the community mental health teams
Recognising early signs of mental illness
Post traumatic stress disorder
The role of the Nurse Therapists
Time limited/brief counselling
Mental Health Issues for counsellors
Funded external training:
Identifying Psychopathology 
Brief Therapy
Counselling and Mental Health 
Post Traumatic Stress Disorder
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APPENDIX 5
Audit Results
The following section summarises demographic, and statistical information on clients 
referred to and subsequently discharged from the counselling service between October 
1996 and the end of October 1997.
AJ Referrals
Table 1.
Demographic information of clients referred for counselling
ALL REFERRALS Number Valid Percentage
Total Referrals 479
Initial Attendance 410 • 86%
Initial DNA’s 69 14%
AGE RANGE
<16 years 2 0.42%
16-24 years 74 15.5%
25-34 years 116 24.2%
35-44 years 104 21.7%
45-54 years 92 19.2%
55-64 years 37 7.72%
65 + years 25 5.21%
Unknown 29 6.05%
SEX
Female 328 68%
Male 140 29%
Unknown 11 3%
Total 479 100 %
As Table 1 shows, in the first year a total of 479 clients were referred to the service, of 
these 410 (86%) went on to attend an assessment appointment. More than two thirds 
of clients referred were female (68%), and one third were male (29%).
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Marital Status of all Clients Referred
The information from table 2 compares with local demographic and population 
statistics from the last census. (Office for National Statistics, General, 1991). The 
general distribution across marital status follows that of the National statistics for the 
area. The data do not show a referral bias and the service is accessed by people across 
the range of marital status.
Table 2.
Marital status of referred clients
ALL REFERRALS Number Valid Percentage National Statistics 
for Mansfield and 
Urban areas (1991)
MARITAL
STATUS
Married 232 48.4 % 67.02 %
Single /Divorced 152 31.7% 25.11 %
Cohabiting 14 2.9% 7.87%
Widowed 18 3.8%
Unknown 63 13.2%
Total 479 100% 100%
Ethnicitv of all clients referred
Table 3.
Known Ethnicitv of referred clients
Ethnicity Number Valid Percentage National Statistics 
for Mansfield and 
Urban areas (1991)
White 206 99.51 % 99%
Ethnic group other 
than white
1 0.48 % 1.00%
Total 207 100% 100 %
The ethnicity was unknown for 56.8% of clients referred to the service. Where 
ethnicity was recorded (n—207), the majority of referrals were white with only one 
client from an ethnic minority grouping. The population norms for the Mansfield 
Urban area, 1991, report a combined ethnic minority group of 1%. From these data 
therefore, it would seem that, where ethnicity is known, the ethnic minorities are 
slightly under-represented in the referred population. The numbers are however, 
extremely small and should be interpreted with caution. The data would suggest
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however, that the accessibility o f  the services across ethnic groupings is worthy o f  
further investigation.
Table 4.
Emnlovment status o f  referred clients
Employment status Number Valid percentage National Statistics 
(1991) 16 - 59 year 
old economically 
active. (Mansfield 
and Urban areas)
Female Male
Paid Employment 178 37.2% 8 6 .6 % 73 .7%
Unemployed 49 10.2 % 6.96% 13.65%
Houseperson 69 14.4 %
Retired 21 4.4%
Voluntary Work/ 
Other
30 6.3% 1.91 % 1.58%
Self-employed 15 3.1% 4.53 % 11.07%
Unknown 117 24.4 %
Total 479 100 % 100 % 100 %
B / C L IEN T S W H O  A T TEN D ED  A SSESSM EN T  
T able 5. Demographic Information
Those referred 
Number (%)
Those who attended 
Number (%)
Initial referral 479(100%)
Clients who attended 
a first appointment
410(86%) 410(100%)
AGE
< 16 years 2 (0.42 %) 2 (0.48 %)
16-24 years 74(15.4%) 57(13.9 %)
25-34 years 116(24.2%) 95 (23.2 %)
35-44 years 104 (21.7%) 92 (22.4 %)
45-54 years 92 (19.2 %) 8 6 ( 2 1 %)
55-64 years 37 (7.72 %) 35 (8.5 %)
65 + years 25 (5.21 %) 22 (5.36%)
Unknown 29 21
SEX
Female 328 (68%) 284 (69.3%)
Male 140 (29%) 121 (29.5%)
Unknown 11 (3%) 5 (1.2%)
ETHNICITY
White 206 (99.5 %) 194 (99.5 %)
Ethnic group other 
than white
1 (0.5 %) 1 (0.5%)
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Table 6.
Marital and employment status of clients who attended a first appointment
Those referred 
Number (%)
Those who attended 
Number (%)
MARITAL
STATUS
Married 232(48 94) 214(52.2 %)
Single 95 (19.8%) 89(2T7 94)
Divorced 57 (11.9%) 52(127 94)
Cohabiting 14 ( 2.9 % ) 14 ( 3.4 %)
Widowed 18 ( 3 j ^ 4 ) 17 ( 4.1 %)
Unknown 6i3 (13.2 94) 24 ( 54 94)
EMPLOYMENT
STATUS
Paid Employment 178 (37.2 %) 174 (42.4 %)
Unemployed 49(10.2 %) 46 (11.2 94)
Houseperson 69(14.4%) 64 (15.6 94)
Retired 2 1 (4 A 9 ^ 21 ( 5.1 %)
Voluntary
work/Other
30 ( 6.3 %) 29 ( 7.1 94)
Self-employed 15 ( 3.1 %) 13 ( 3.2 94)
Unknown 117 63
Totals 479 410
As table 6 summarises the marital and employment status of remains fairly consistent from 
referral to attendance.
Occupational Class of clients referred for counselling and those attending a first appointment
OCCUPATIONAL
CLASS
Those referred 
number (%)
Those who attended 
(%)
Social Class 1 4 ( 0.894) 4 ( 1.0%)
Social Class 11 57 (11.9%) 55 0 2 4 9 ^
Social Class 111 
(Skilled non manual) 53 (11.1%) 53 (124 94)
Social Class 111 
(Skilled manual) 28 (5j%W 28 ( &8 94)
Social Class IV 23 (A89^i 23 ( 5.6 94)
Social Class V 6 ( I J tW 6 ( 1.5 94)
Not Applicable 150 (31.3%) 140 (34 %)
Unknown 158 (33 94) 101 (24.6%)
Total 479 410
Table 7 shows that the service is accessed across social class with the largest groups being 
social class II and III (skilled non manual). Caution must be exercised however, when 
(XMiiparing; these data with CXISl.S. (table 8) clue to the Iiijgh level of missinjg data, and the 
changes which have occurred in the local population with the closure of the mines.
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Table 8.
Occunational Classification Statistics - For Mansfield and other 
urban areas (O.N.S., 1991)
Social Class Mansfield and other urban areas - % of 
residents with head person economically 
active
(I) - Professional occupations 1.76
(U) - Managerial and technical occupations 12.09
(III) - Skilled non- manual 5.90
(III) - Skilled manual occupations 22.67
(IV) - Partly skilled occupations 10.33
(V) - Unskilled occupations 3.12
CJ ASSESSMENT OUTCOME
Table 9. , .
Assessment details of all clients referred for counselling , and those that attended
Outcome of people 
referred
Outcome of 
assessment
Did not attend 
assessment
69 (14.4%)
Assess/ Discharged 55 (11.5%) 55 (13.4%)
Assess/Counselling 325 (67.8 %) 325 (79.2 %)
Assess/Discharged 
with recommendation 
of referral to mental 
health services
11 (2.3%) 11 (2.7%)
Assess/Discharged 
recommendation to 
refer to clinical 
psychology
7 (1.5 94) 7 (T 790
Refer to Other 12 (2.5 94) 12 (2.9 94)
Total 479 (100 % ) 410 (TOO %)
Table 9 shows that of the 410 people who attended a first appointment, 13.4 % were 
assessed and discharged without need for further intervention. A further 7.3% were 
discharged following assessment, with the recommendation to refer to other services.
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Tabl^lO^^i^^ for clients who attended ongoing counselling following assessment
Number Valid
Percentage
Counselling completed and discharged
267 82.2%
Counselling completed/disch & referral on 
to mental health services 3 04 %
Counselling completed/disch & referral on 
to clinical psychology 4 1.2 94
Counselling completed/disch & 
recommendation to seek further help
6 L8 94
Premature termination of counselling 45 13.8 94
Total 325 100 %
As table 10 demonstrates, of the 325 people taken on for counselling 267 completed 
counselling and were discharged without further intervention. Thirteen people 
completed counselling and were discharged back to the GP with the recommendation 
they receive further help 6om  either clinical psychology (4), the mental health services 
(3) or other agencies (6). These other agencies included voluntary agencies such as 
Relate (relationship counselling). A?AS (alcohol counselling), women s groups or 
other counselling groups offering financial or employment advice.
n  / PRESENTING PROBLEMS OF THOSE ASSESSED AND OFFERED 
COT INSELLING
The counsellors recorded more than one presenting problem for the majority o f clients 
seen. Thirty three percent had two presenting problems, 23% had three presenting 
problems and only 18 % had four or more problems. Less than a quarter (23%) had 
only one presenting problem,. For only 3% of clients the presenting problem was
unknown.
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Table 11.
Frequency of presenting problems
Presenting Problem Frequency Percentage
Depression 172 42%
Anxiety State 151 36.8%
Marital/Partner 139 34 %
Family 84 20.5 %
Bereayement Reactions 82 20%
General/Interpersonal________ 65 15.9%
Other 44 10.7%
Personality/S e lf  Image 41 10%
Physical Health 40 9.8%
Sleep Disorder 33 8 %
Unemployment 22 5.4%
Aggression/Violence________ 11 2.7%
Physical/Sexual Abuse 11 2.7%
Unknown 11 2.7%
Self-Harm 8 1.95%
Substance Misuse 8 1.95%
Phobias 7 1.7%
Ruminations 6 1.46%
Eating Problems 6 1.46%
Psychosexual 4 0.98%
Qyert Rituals 4 0.98%
Perpetrator of Abuse 3 0.73%
Legal/Forensic 2 0.49%
Training/Retraining 1 0.24%
Dissociative Disorder 0 0
Cognitive Deficits 0 0
Forty four clients (10.7%) experienced a difficulty which was recorded as ‘other’, that 
is a difficulty not listed amongst the 24 categories on the audit form. These included 
difficulties such as decisions regarding termination of pregnancy, carer stress, work 
related problems, and coping with the terminal illness of a child
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Table 12.
Number of Sessions
Number of Sessions Frequency Percentage
1 83 2 0 .2%
2 30 7.3%
3 35 8.5%
4 20 4.9%
5 29 7.1%
6 111 27.1%
7 11 1 2.7%
8 3 0.7%
9 5 1.2 %
12 9 2 .2%
Unknown 74 ■ 18%
Mean number of sessions 3.04
Total 410 100%
As table 12 illustrates, 75 % of clients completed their counselling contract within six 
sessions. The mean number of sessions was 3. This is consistent with the aim of the service 
which is to provide assessment and short term counselling within six sessions where 
possible. Further examination of the data shows that if those clients who were assessed and 
discharged are excluded, focusing only upon those clients who received counselling and for 
whom the number of sessions is known, then the average number of counselling sessions is
5.8.
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Table 13.
Waiting times
Waiting time (weeks) Frequency/percentage Cumulative percentage
Immediately 26 (6.3 %) 6.3%
Up to 1 week 50 (12 %) 18.3%
1 - 2  weeks 76(18%) 36.3%
2 -3  weeks 48 (12 %) 48.3%
3 -4  weeks 42 (10 %) 58.3%
4 -5  weeks 28 (6.8 %) 65.1 %
5 -6  weeks 7(1.7 %) 6 6 .8 %
6 -7  weeks 11 (2.7 %) 69.5%
7 - 8  weeks 11 (2.7 %) 72.2%
8 -9  weeks 23 (6 %) 78.2%
9 - 1 0  weeks 15 (4 %) 82.2%
1 0 - 1 1  weeks 11 (2.7 % ) 84.9%
11 - 1 2  weeks 1 (0.24 %) 85.14%
12 -13 weeks 13 (3.17%) 88.31 %
13 -14 weeks 2 (0.48 % ) 88.79 %
14 -15 weeks 7(1.7%) 90.49 %
15-16 weeks 2 (0.48 %) 90.97 %
16-17 weeks 4 (0.97 %) 91.94%
17-18 weeks 1 (0.24 %) 92.18%
18-19 weeks 0 92.18%
19 -20 weeks 0 92.18%
20  -21 weeks 3 (0.73 %) 92.91 %
2 1 - 2 2  weeks 1 (0.24 %) 93.15%
Unknown 27 (6.58 %)
Total 410 100%
Waiting times ranged from being seen on the day of referral to 22 weeks, with the majority 
being seen within 4 weeks (58%).
Table 14.
Type of Medication
Frequency Percentage
Antidepressant 107 65.6%
Anxiolytic 7 4.3%
Antipsychotic 5 3.0%
Analgesics 4 2.5%
Medical drugs 33 2 0 .2 %
Unknown 7 4.3%
Total 163 100%
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A further breakdown of those clients taking medication indicates that the majority 
were taking prescribed anti-depressants ( 107, 65.6 %). While missing data is 
acknowledged, information is available for 269 clients. It is striking that of the 163 
recorded as taking medication, 107 are taking antidepressants and 7 anxiolytics. 
When these figures are considered alongside the data on presenting problems, with 
172 people experiencing depression and 152 anxiety, it would suggest that the 
majority o f people referred with depression are also receiving anti depressants while 
the majority of people referred with anxiety are not receiving anxiolytics. One might 
speculate that counselling is offered as an alternative to medication in anxiety states, 
but an addition to medication in depression. These data are insufficient to address this 
question but suggest that it is worthy of further consideration.
Table 15.
Appropriateness of Referral
Frequency Percentage
Very Annropriate 222 54.1 %
Quite Appropriate 88 21.5%
Appropriate 70 17.1 %
Not as Appropriate 15 3.7%
Not at all appropriate 8 2%
Unknown 7 1.7%
Total 410 100%
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THE ACADEMIC DOSSIER
THE LONGTERM EFFECTS OF CHILDHOOD SEXUAL ABUSE: A REVIEW
THERAPEUTIC APPROACHES IN THE TREATMENT OF ADULTS 
SEXUALLY ABUSED IN CHILDHOOD: A REVIEW
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ACADEMIC DOSSIER
Aims
To improve the ability to critically evaluate the literature in the area of sexual abuse, and 
explore the relationship between theory and empirical evidence. To enhance knowledge 
of both the psychological impact of childhood sexual abuse on adult functioning, and the 
effective therapeutic approaches to working with these adults.
Meeting the requirements
Two critical reviews of the literature are presented. Both reviews address issues arising 
from my own clinical practice in the area of sexual abuse. As it is my responsibility to 
provide, develop and manage sexual abuse services to adults, and co-ordinate training in 
this area, these reviews are particularly relevant.
Review one
The Long-term effects o f child sexual abuse: a review.
This review will critically consider studies examining the long-term effects o f child 
sexual abuse, paying particular attention to the question of the differential effects of child 
sexual abuse, as distinct from other forms of childhood maltreatment.
Review Two
Therapeutic approaches in the treatment o f adults sexually abused in childhood: a 
review.
Therapeutic approaches to those adults sexually abused as children are currently 
influenced by clinical experience, clinical theory, and empirical research. In order to
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critically review the therapeutic approaches in this area, the clinical, theoretical and 
research literature will be considered.
82
THE LONG-TERM EFFECTS OF CHILDHOOD SEXUAL ABUSE 
Introduction
While the abuse o f children has long been described in mythology, and became the 
subject of scientific enquiry over one hundred years ago with Freud’s ‘seduction theory’ 
(1896), professional awareness of the extent and effect of sexual abuse is relatively recent 
(Stevenson, 1999). Despite the publication in the 1940s and 1950s of surveys indicating a 
significant prevalence of child sexual abuse (Kinsey et al, 1953j Landis, 1940, 1956), it 
was not until the 1960s that real concern over the maltreatment of children was 
acknowledged (Kempe et al, 1962). Originally with attention on Kempe’s ‘Battered 
Child Syndrome’ this interest centred around the physical abuse of children, and only 
gradually, and then initially with anecdotal case reports, did papers begin to appear on the 
sexual abuse of children and the families within which this occurred (e.g. Brant and Tiza, 
1977; Browning and Boatman, 1977; Ferrucati, 1972; Meiselman, 1978; Nakashima and 
Zakins, 1977). Many of these early studies were flawed due to, for example, a lack of 
standardised assessment, or a lack of control groups (Green, 1993), and it has only been 
over the last two decades that we have begun to see methodologically robust studies on 
the prevalence and long-term effects of child sexual abuse (CSA).
Despite increasing research, the prevalence and effects of CSA still remain unclear 
(Violata and Genuis, 1993; 1994). While earlier estimates varied considerably with 
common reports from 15% to 45% ( Finkelhor, 1979; Russell, 1983, Wyatt, 1985), a 
recent review of prevalence in the general adult population reports a range of 15%-33% 
for women and 13%-16% for men (Polusny and Follette, 1995). This is consistent with a 
later review of studies within North America, which reports a prevalence of 22% for 
women and 8.5% for men. (Gorey and Leslie, 1997). A wider range o f 6 % to 62% for 
women and 3 % to 31% for men was reported in a review of studies involving volunteers, 
college and community samples (Peters et al, 1986). Research in child abuse is fraught 
with difficulties and reported prevalence figures differ due often to definitional, design 
and measurement inconsistencies (Goldman and Padayachi, 2000). It is generally
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accepted however, that there is a greater prevalence of CSA for females than males. 
Although it was initially thought that the female to male ratio may be around 12:1 
(DeFrancis, 1969) more recent studies suggest the proportion is much lower. Based upon 
eight random community samples involving both men and women, Finkelhor (1986) 
reported a ratio of 2.5 women to every man. This ratio is consistent with recent reports 
(e.g. Gorey and Leslie, 1997).
Within the available evidence there is also increasing agreement that both male and 
female, adolescent and adult survivors suffer from a wide variety of psychological effects 
of their childhood abuse. There is also evidence from two recent meta-analyses that the 
effects do not differ by gender (Jumper, 1995; Paolucci et al, 2001) with men 
experiencing many of the common symptoms seen in women (Romano and De Luca, 
2001). While many of the symptoms and psychiatric disorders seen in adults who have 
been sexually abused in childhood are thought to be similar to those seen in recently 
molested children, others are thought to relate to increasing age and psychological 
development or adaptation to the trauma (Green, 1993). The range of long term effects 
reported in the literature include increased risk of chronic anxiety, depression and low self 
esteem, substance abuse, eating disorders, physical health problems, sexual dysfunction 
and relationship problems, dissociation, personality disorder, borderline personality, post 
traumatic stress disorder, bipolar disorders and suicidality (e.g. Briere and Runtz, 1987, 
1988; Brown et al, 1999; Browne and Finkelhor, 1986; Chu and Dill, 1990; Delvaux et al, 
1997; Duncan et al, 1996; Gold et al, 1996; Hunter, 1991; Hyun et al, 2000; Jasinski et 
al, 2000; Murphy et al, 1988; Paolucci, 2001; Rumstein-McKean and Hunsley, 2001; 
Thakkar et al, 2000).
While the above research would suggest that there is increasing risk of psychological 
difficulties for the adult who has experienced childhood sexual abuse, there is a range of 
literature indicating that some cases of abuse can be seen as an extension of punitive 
parenting (e.g. Greenwald et al, 1997) and that sexual abuse may often co-occur with 
physical abuse (e.g. Horowitz et al, 1997). While there is some evidence that different 
types o f child maltreatment, such as sexual or physical abuse, are associated with
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differential effects, until recently there had been relatively few studies which examined 
the long term effects of different types of abuse within the same population (Briere and 
Runtz, 1990; Kinard, 1994; Rosenberg, 1987). With greater acknowledgement that abuse 
seldom exists in pure forms (Briere and Runtz, 1990; Claussen and Crittenden, 1991), 
recent studies have begun to examine the relationship between different forms of 
childhood and adolescent abuse and adult psychological functioning (e.g. Brown et al, 
1991; Feerick and Haugaard, 1999; Jasinski et al, 2000; Silverman et al, 1996).
There are several theoretical explanations o f how CSA affects development, and recent 
reviews have outlined the two main theoretical conceptualisations (Green, 1993; Kendal- 
Tackett et al, 1993). The first, the core-symptom theories, emphasise a single main 
process with a conspicuous syndrome including PTSD and sexualised behaviour in 
children. This was not supported however, by the review by Kendal-Tackett and 
colleagues (1993). The second group of theories have been termed multi faceted models 
o f traumatisation (Kendall-T ackett et al, 1993). It has been argued that CSA leads directly 
to impaired adult psychological functioning through distinct mechanisms and processes 
which account for the variety of outcomes, for example the four traumagenic dynamics 
described by Browne and Finkelhor (1986). Others have suggested that family 
dysfunction or general maltreatment produce the long-term effects (e.g. Conte and 
Schuerman, 1987). Or that CSA leads indirectly to impaired functioning through 
mediating factors such as the relationship (Roche et al, 1999).
The current literature review will critically consider studies examining the long-term 
effects of CSA, paying particular attention to the question of the differential effects of 
CSA as distinct from other forms of childhood maltreatment.
Methodological Issues
Over the last two decades a number of studies have attempted to delineate the long-term 
effects o f CSA. There are considerable variations in study outcome however, which might 
be accountable to variability in the study populations, methodologies and operational
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definitions o f CSA. For example, in Russel’s early study, CSA was defined as occurring 
before the age of seventeen but excluded sexual contact with a relative which was 
‘wanted’ (Russel, 1983). A more recent study by Coffey and colleagues (Coffey et al, 
1996), defined CSA as any sexual activity involving physical contact occurring at 15 
years or younger, with a perpetrator who was at least 5 years older, or less but used 
physical force. In a contemporaneous study examining the effects of child and adolescent 
sexual and physical abuse, sexual abuse was defined as being sexually abused or forced to 
have sex without consent, up to the age of 18 years old (Silverman et al, 1996). In a 
recent British survey ‘being made to feel uncomfortable by being sexual without 
touching’, was included within the definition (Ussher and Dewberry, 1995). Ultimately, 
this variability in operational definition makes comparison of results difficult.
Long-term effects of child sexual abuse
Previous reviews (e.g. Cahill et al, 1991; Green, 1993) and a recent meta-analytic review 
(Paolucci et al, 2001) are in general agreement, that there is a link between childhood 
sexual abuse and subsequent, negative long-term effects on development. There continues 
to be some debate however, over the nature of these effects and the model that explains 
them. The most commonly reported long term effects of CSA will be discussed in turn, 
where comparisons have been made with other childhood traumas these will be 
considered in detail.
Depression, suicidalitv and low self esteem
Depressive symptoms, suicidality and low self-esteem in adults who were sexually 
abused in childhood have been widely reported over a number of years (e.g. Bagley and 
Ramsay, 1986; Briere and Runtz, 1988; Courtois, 1979; Peters, 1986; Silverman et al, 
1996). The recent meta-analysis by Paolucci (2001), reported a 150% increase in risk of 
becoming depressed or suicidal following CSA and it has been argued that depression is 
the most common symptom in adults with a history of CSA (Finkelhor, 1986). In 
association with depression, adults often report a damaged sense of self, negative self
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image and shame (Cahill et al, 1991). Early comparisons between college students have 
indicated significant psychological symptomatology associated with CSA in this 
relatively healthy population. In an early study of college students however, which 
included non-contact abuse e.g. a one off experience of exhibitionism, there was no 
difference in depression using the Beck Depression Inventory between the sexually 
abused group and non-abused controls (Fromuth,1986). In a subsequent study of 278 
students which excluded non contact abuse, while chronic dissociation and somatisation 
were most predictive of an abuse history, chronic depression and anxiety were also 
significantly greater in the abused group (Briere and Runtz, 1988). Depression was found 
to relate to number of abusers and duration of abuse. These results would suggest that 
overall, at least when a conservative definition of abuse is employed, increased levels of 
depression are associated with CSA in non-clinical populations.
In studies which have compared those with and without a history of CSA within the 
clinical population, a less than clear picture is presented. For example, when incest 
victims have been compared with other therapy clients, no significant differences have 
been found in rates of depression (Herman and Hirschman, 1981; Meiselman, 1978). In 
addition, many of the early studies focussed on a single form of abuse, despite 
commonalties in impact and the frequent presence of multiple forms o f abuse within the 
same family (Briere and Runtz, 1990). Some of the studies which assess the impact of 
different forms of abuse in an attempt to disentangle the ‘sources o f trauma’ (Browne and 
Finkelhor, 1986) are described below.
In a study designed to identify long term outcomes in different types o f abuse, Silverman 
et al, (1996) reported that 80% of the abused young adults in their longitudinal 
community study met DSM-III criteria for at least one psychiatric disorder by the age of 
21 years. Those who had been sexually abused were significantly more likely to meet 
DSM-III criteria for active psychiatric disorders of major depression, along with other 
disorders, compared to their non abused counterparts. While this demonstrates a clear 
association between CSA and depression, those young people who had experienced
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physical abuse (CPA), were also significantly more likely to meet all DSM-III criteria of 
major depression compared to non CPA controls. The authors concluded that abused 
young adults of both genders reported significantly more major depression, PTSD and 
antisocial behaviour regardless of which type o f abuse was reported. There was also a 
high rate of suicide ideation in both physically and sexually abused adolescents and a 
high number o f lifetime suicide attempts by early adulthood in both groups. The effects 
that differed by type of abuse will be discussed in subsequent sections.
Some caution is advised in interpreting these results. While 375 participants were 
included, a minority o f 40 (11%) reported childhood abuse, and of these 7 reported 
combined abuse, 16 physical abuse only and 17 sexual abuse only. The numbers for 
comparison, therefore, are small and some of the conclusions are based upon subjects 
who fell within both the sexually and physically abused groups. Thus, increasing the 
likelihood of similar effects in both groups. A later study of college students with larger 
numbers however, including 95 CSA and 104 CPA subjects, also found that both child 
physical and sexual abuse accounted for variance in suicidal ideation (Thakkar et al, 
2000). Similarly, there is also evidence of the link between physical abuse and 
depression, even within a sexually abused group (Roesler and McKenzie, 1994). In this 
study of 188 men and women with a history of CSA who were either entering group 
therapy, or were non-therapy volunteers, childhood trauma experiences (including parents 
fighting and physical abuse by father or mother) were recorded. While CSA contributed 
significantly to adult symptom level after the non-sexual abuse traumas were controlled 
for (these will be discussed in later sections), a regression analysis showed that physical 
abuse by the father was an independent and significant contributor to depression and 
sexual dysfunction. Indeed, the non-sexual experiences were associated with significant 
effects on all adult functioning, except for self-esteem. Only the sexual abuse variables 
were associated with significant effects on measures of self-esteem.
These results accord previous research findings, in that CSA was correlated with negative 
long-term effects such as low self-esteem, even after controlling for other childhood
abuse and traumas. In the case of depression however, aspects of physical abuse made a 
significant contribution to later effects. The results are consistent with the view that 
child-abuse trauma is multi-factorial. Further support for this conclusion comes from a 
large national telephone survey of 4,008 women across the United States (Duncan et al, 
1996). Those with a history of CPA (2.6%) were twice as likely than those without such a 
history to have experienced depression during their lifetime. Duncan and colleagues 
conclude, that women who report having been physically assaulted in childhood 
experience many of the same symptoms as survivors of sexual abuse, and that the abuse, 
regardless of whether it involves physical or sexual contact, constitutes a significant risk 
factor for the development of mental health problems. Indeed, sexual abuse accompanied 
by threat, or force, or violence has been found to be associated with significantly worse 
outcomes (Finkelhor, 1979; Fromuth, 1985; Murphy et al, 1988; Russell, 1986; Tufts, 
1984; Ussher and Dewberry, 1995).
The interrelationship between different forms of abuse and subsequent effects was 
supported by a recent 18-year longitudinal study of a birth cohort of 1,265 adults 
(Fergusson and Lynskey, 1997). Retrospective reports of physical maltreatment, ranging 
from none to severe/harsh, were associated with an increasing rate of psychiatric disorder 
including major depression and suicide attempts. After adjustment for confounding 
covariates, including a history of sexual abuse, several significant associations were lost. 
While physical abuse continued to be associated with increased suicide attempts, it was 
no longer related to major depression. It is worthy of note that those reporting severe 
treatment during childhood, were more likely to experience other family hardships, and 
were significantly more likely to report a history of sexual abuse. Similar results were 
reported in a later study designed to investigate the magnitude and independence of the 
childhood neglect, childhood physical and sexual abuse, and adult depression and suicide 
behaviour (Brown et al, 1999). Studying a cohort of 776 over a period of 17 years, the 
authors report that being abused in childhood makes it three to four times more likely that 
the adult will become depressed or suicidal. Consistent with previous reports, physical 
abuse was associated with suicidal behaviour and depression (e.g. Silverman, 1996), but
sexual abuse carried the greatest risk of depression and suicide independent of the 
contextual risk (e.g. Fergusson et al, 1996). However, once again the sample size o f those 
experiencing sexual abuse was very small (n = 22) and, unlike Fergusson et al, (1997), 
there was no measure of severity o f the abuse.
MMPI Studies
Results from MMPI studies also present a rather disparate picture o f the relationship 
between a history o f sexual abuse and depression. For example psychotherapy patients 
with a history o f CSA have been reported to differ from non-clinical controls on a number 
of clinical scales (Tsai, 1979; Roland et al, 1989). Again, however, these results are 
difficult to interpret as clinic patients were compared to non-clinical controls. One study 
comparing two clinical groups with and without a history of sexual abuse did find that 
those with an incest history had elevations on three scales including depression 
(Meiselman, 1980). However, there was no significant difference between the groups as 
both had similarly elevated depression scales. Similar results were reported in a more 
recent study comparing 105 sexually abused and 105 matched non-abused clinic patients 
(Belkin et al, 1994). While sexually abused subjects had their highest elevations on a 
number of MMPI scales including depression, the non-abused subjects also had clinical 
elevations on depression, and the groups were significantly different from each other on 
several scales (F, 4, 6, 7, 8, 9, 0) but not on depression (scale 2). These findings confirm 
previous reports of numerous significant profilé differences between abused and non- 
abused clinical populations, particularly on scales 4 (psychopathic deviance) and 8 
(schizophrenia) but not on scale 2 (depression). Similar results were reported in a further 
study that investigated the MMPI profiles of 110 female outpatients in relation to a varied 
history of different forms of abuse (Engels et al, 1994). Profiles for CSA only, CPA only, 
combined physical and sexual abuse and a no-abuse groups were compared. O f the four 
groups, the CPA and the combined groups had higher scores on the 4, 7 and 8 scales 
compared to the other groups. In addition, peaks on 4, 8, and 2 (depression) were 
consistently found for subjects reporting any history of abuse. While the use o f scales 
based upon theoretical constructs such the MMPI have been criticised as an inappropriate
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measures of sexual abuse effects (Briere and Runtz, 1988), these results support earlier 
views that the effects attributed to CSA should not be seen in isolation from other forms 
of maltreatment
While many studies indicate that there is an increased risk of depression, including low 
self esteem, and suicidality with a history of sexual abuse, it is far from clear whether this 
differs from other childhood traumas, particularly emotional and physical abuse. The 
interrelation of different forms of childhood trauma then, must be taken into account 
when examining the long-term effects o f sexual abuse, certainly in the case o f the 
development of depression. The research would support the view that while there is a link 
between childhood sexual abuse and depression, CSA should not be seen as a unique risk 
factor in the development of depression.
Anxietv
Anxiety has been related to CSA in a number of studies (e.g. Bagley and Ramsay, 1986; 
Briere and Runtz, 1988; Roesler and McKenzie, 1994) and a recent meta-analysis of the 
research confirmed that, amongst their difficulties, survivors frequently report 
symptomatology related to anxiety (Neuman et al, 1996). In the study by Briere and 
Runtz (1988) using college students, greater anxiety, including somatic equivalents o f 
anxiety, were related to a history of sexual abuse, especially where parental incest was 
involved. In the recent survey of 775 British women by Ussher and Dewberry (1995), 
50.7% indicated that the abuse had caused them anxiety. Using a logistic regression the 
predictors o f anxiety included threats of violence, being told there was nothing wrong 
with the abuse, threats that disclosure would split the family, and a younger age of onset. 
The CSA predictors of anxiety were clearly identified in this study. As with depression 
however, those studies that have examined other childhood traumas offer conflicting 
evidence. In a large longitudinal study (Fergusson and Lynskey, 1997), increasing 
exposure to physical punishment was associated with an increasing rate o f psychiatric 
disorder and other difficulties including anxiety. After adjustment for confounding 
covariates, there continued to be only a marginal tendency for rates of anxiety to increase
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with increasing rates of physical abuse. As noted earlier, those reporting harsh or severe 
treatment during childhood, were significantly more likely to report a history of sexual 
abuse. This study suggests that anxiety may marginally relate to physical abuse but is also 
influenced by a number of confounding variables including sexual maltreatment in 
childhood, and the authors remind us o f the importance of the context within which 
abuse occurs. In a survey of 313 college students, those who witnessed childhood 
violence were significantly more likely to have experienced CSA or CPA ( Feerick and 
Haugaard, 1999). There were also significant interactions between witnessing marital 
violence, CPA, and social anxiety. They suggest that these two childhood traumas might 
have an additive effect upon the severity of adulthood distress, supporting the cumulative 
risk approach to the impact of traumatic childhood experiences on adult functioning.
In the longitudinal study by Silverman and colleagues (1996), described previously in the 
discussion of depression, mixed results were also reported for anxiety. At 15 years old 
both the sexually abused and the physically abused females scored significantly higher 
on anxious-depression than their respective non-abused groups. There were, however, 
no differences in anxiety between the physically abused and non-physically abused males, 
and sexual abuse data were not reported due to the small size of the groups. While both 
physical and sexual abuse was related to impaired mental health, anxiety did not 
differentiate the groups. Although anxiety has been identified as a long-term effect of 
childhood abuse, once again however, there is some suggestion that it may be dependent 
upon the interrelation of a number of background factors.
Dissociation and Post Traumatic Stress Disorder (PTSD)
While not uncontentious, in recent years there has been a developing consensus that 
traumatic events are important antecedents of dissociative symptomatology (Gold et al, 
1999). While some would argue that the relationship is not a robust one, with some 
suggestion that dissociation is also related to proneness to fantasy (Merckelbach and 
Murris, 2001), the trauma-dissociation connection is supported by an impressive body of 
research. For example, in a National Institute of Mental Health (NIMH) study, 97% of
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100 Multiple Personality Disorder (MPD) cases reported experiencing significant trauma 
of sexual, physical or multiple abuse in childhood (Putnam et al, 1986). It has also been 
reported that over 90% of patients who meet the criteria for DSM-IV dissociative identity 
disorder report histories of severe physical and/or sexual abuse (Coons and Milstein, 
1986; Ross et al, 1990). The Coons and Miltstein (1986) study is particularly important, 
as family members or hospital reports externally corroborated the abuse history in the 
majority of cases. A number of studies using clinical and community samples have 
confirmed the link between the trauma of CSA and dissociation, (e.g. Briere and Runtz, 
1987-1989; Chu and Dill, 1990; Gold et al, 1999; Irwin 1994; Maynes and Feinauer, 
1994; Roesler and McKenzie, 1994; Sandberg and Lynn, 1992). While the link is clear, 
there is still disagreement regarding the relationship between the specific abuse 
characteristics and dissociation. For example, a number of studies involving non-clinical 
samples and undergraduates (Briere and Runtz, 1988; Elliot and Briere, 1992; Maynes 
and Feinauer, 1994; Williams, 1993), inpatients (Kirkby et al, 1993) and therapy patients 
(Briere and Runtz, 1989; Gold et al, 1999), have produced disparate results. The 
characteristics found to most relate to dissociation have included parental incest, duration, 
penetration, age at onset, involvement of threat or harm, multiple perpetrators, coercive 
sexual acts and the use of force. Comparison of the research is difficult however, due to 
differences in the populations studied, instruments used, abuse characteristics examined 
and methodological issues. For example where there have been multiple perpetrators, 
studies using multivariate analysis have used data either from the worst experience or the 
earliest. In an example of the latter, only data on the first perpetrator was fed into a 
multiple regression, thus for the 57% of the sample who had multiple perpetrators many 
of the abuse characteristics which relate to an individual’s experience were omitted (Gold 
et al, 1999).
In addition to attempts to identify those sexual abuse characteristics which relate to 
dissociation, authors have examined connections between specific types o f maltreatment 
and dissociation (e.g. Briere and Runtz, 1988; Chu and Dill, 1990; Roesler and 
McKenzie, 1994; Sandberg and Lynn, 1992). In a comparison of 98 female psychiatric
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inpatients, Chu and Dill (1990) found that the majority had been victims o f abuse; 27 
CPA alone, 12 CSA alone, 23 both forms of abuse and 36 neither forms. The dissociation 
scores were significantly higher in those who experienced family perpetration of either 
physical or sexual abuse compared to their non-abused counterparts. In an ANOVA 
testing for the impact o f the abuse, main effects were found for both physical and sexual 
abuse. Only those who had experienced combined abuse however, had high dissociation 
scores. The authors confirm the links between abuse and dissociation, with severe abuse 
producing more severe symptoms. Once again however, this study suffers from small 
numbers in the abuse groups. Generally consistent results were reported however, in a 
later community study where 33 female students with high dissociation scores were 
compared with 33 with a low score. Those with a high score reported a greater extent of 
psychological, physical and sexual maltreatment (Sandberg and Lynn, 1992). While 
father psychological maltreatment accounted for four times the variance in dissociation 
scores compared to sexual victimisation, none of the maltreatment measures accounted 
for a unique proportion of the variance when the effects of the other types of 
maltreatment were controlled for. The authors conclude however, that the low 
prevalence o f abuse in this community sample could account for the fact that type of 
abuse was not differentially related to dissociation.
Other studies however, have found specific forms of maltreatment to be uniquely 
predictive of dissociation (Briere and Runtz, 1988b; Roesler and McKenzie, 1994). Briere 
and Runtz found both psychological and physical maltreatment to be uniquely predictive 
o f dissociation in a sample of university women. Roesler and McKenzie, found that 
sexual abuse variables contributed twice the variance in measures of PTSD and 
dissociation compared to that o f physical abuse and other childhood traumas. While their 
study agreed with a multi-factorial theory o f child abuse trauma, unlike Sandberg and 
Lynn (1992) they found sexual abuse factors 'were a major contributor to PTSD and 
dissociation. Further studies which have reported on PTSD generally, not dissociation 
specifically, have found PTSD to relate to physical assault (e.g. Duncan et al, 1996) 
witnessing marital violence (e.g. Feerick and Haugaard, 1999) and both sexual and
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physical abuse (Silverman et al, 1996). A recent meta-analysis reported a 143% increase 
in risk of developing PTSD symptoms following CSA (Paolucci et al, 2001). The authors 
noted however, that PTSD and depression symptomatologies overlap, making it difficult 
on occasions, to place the results of a particular study in one or the other category. 
Although the authors did not report on anxiety or dissociation separately, these symptoms 
too are commonly seen with PTSD.
Overall, the research evidence would support a link between CSA and PTSD and a clear 
link between severe forms of maltreatment, including CSA, and significant dissociation. 
The mechanism through which this occurs and the specific abuse characteristics that 
predict PTSD and dissociation however, remain open to debate.
Sexual Dysfunction
Long term effects of CSA on sexuality have been well documented, showing later sexual 
problems reported in community and clinical studies, particularly with incestuous abuse 
(Bagley and Ramsey, 1986; Becker et al, 1982; Briere and Runtz, 1987; Courtois, 1979; 
Finkelhor, 1979; Jehu et al, 1985; Kinzl et al, 1995; Sarwer and Durlack, 1996). Although 
less frequently reported, such relationships have also been shown to be the case in males 
(Bagley, et al, 1994; Hunter, 1991; Roesler et al, 1994). O f particular interest are those 
studies that examined differential adult symptomatology associated with different types o f 
child abuse histories. For example Briere and Runtz (1990) surveyed 277 undergraduates. 
Using multivariate analysis they report that, while psychological abuse was uniquely 
associated with low self-esteem, and physical abuse with aggression, sexual abuse was 
specifically related to maladaptive sexual behaviour. Comparable, although rather weaker 
associations were reported in a community sample of women with a history o f physical, 
emotional or sexual abuse (Mullen et al, 1996). There was a trend for sexual difficulties 
to be associated with a history of sexual abuse and low self esteem to emotional abuse. 
The connection between childhood sexual abuse and sexual dysfunction in women was 
also shown in a study of women seeking sex therapy (Sarwer and Durlak, 1996). 
Discriminant function analysis indicated that two variables, contact CSA and college
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education, discriminated between women with and without a current sexual dysfunction. 
Furthermore among the CSA group, sexual penetration significantly discriminated 
between dysfunctional and non-dysfunctional women.
While the research would suggest that sexual abuse increases the likelihood o f sexual 
dysfunction, this link is neither inevitable nor necessary. In the Sarwer and Durlak 
(1996) study, only 63% of those who had experienced sexual abuse had a current sexual 
dysfunction, and 43% without such a history had a sexual dysfunction. In addition to 
CSA, CPA has also been reported to relate to later sexual dysfunction with men 
experiencing more dysfunction than women with equivalent levels of abuse (Roesler and 
McKenzie, 1994). While other factors would also seem to be important, there is good 
evidence for a link between CSA and later sexual dysfunction.
Other Difficulties
Substance dependence There is evidence of a disproportionate number o f women with 
alcohol and drug problems with a history of CSA or CPA, with up to two thirds of 
women and one half of men entering treatment having a history of CSA and/or CPA (e.g. 
Dunn et al, 1994; Miller et al, 1987, 1993; Paone et al, 1992; Swet et al, 1991). As with 
other difficulties however, there is an overlap in the histories of sexual and physical 
abuse of women in alcohol programmes, with over 90% of those reporting CSA also 
reporting CPA (Harrison and Lumry, 1984, cited in Jasinski et al, 2000). In a comparison 
of CPA, CSA and non abuse groups, drug dependence was significantly more likely by 
the age of 21yrs in CPA males and alcohol dependence in CSA females than their non 
abused counterparts (Silverman, 1996). A recent prospective study of 113 victims o f CSA 
found co-occurring physical abuse, multiple incidents of CSA, and an older age at CSA 
onset were at greater risk of heavy drinking (Jasinski et al, 2000). While CSA is a risk 
factor for adult substance misuse, then, the literature would suggest it is not a unique risk.
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Borderline Personality Research clearly indicates that most borderline patients have 
experienced a childhood trauma characterised by chronic sexual and/or intrafamilial 
violent abuse (Brown and Bradley, 1991; Bryer et al, 1987; Coons et al, 1989; Herman et 
al, 1989; Ogata et al, 1990). Perhaps 71-81% of borderline patients compared to 22-35% 
of psychiatric controls have such a history (Amtz, 1994). While common in this 
population, violent or sexual abuse is not found in every borderline patient and other 
traumatic experiences have been reported, for example, frequently witnessing 
intrafamilial violence, losing a parent before puberty, parental mental illness or emotional 
unavailability (Coons et al, 1989; Herman et al, 1989; Soloff and Millward, 1983; Trull 
2001).
Conclusions
The literature to date offers good evidence that childhood sexual abuse is related to 
negative long-term effects on psychological functioning. The evidence indicates that CSA 
is associated with depression, suicidality, PTSD, dissociation, sexual dysfunction and 
borderline personality and to a lesser extent to anxiety. While there is some indication 
that abuse characteristics relate to later effects, this has not been consistently reported. 
The data does not support a PTSD type specific syndrome, but a multi-faceted model of 
traumatisation. The broader context of the abuse would seem to be significant, as the CSA 
may be embedded in a generally maltreating environment. It would also seem that the 
more severe forms of psychological, sexual or physical abuse often co-occur, particularly 
where the abuse is intrafamilial. Perhaps some of the conflicting results are due to a 
restricted focus upon a single form of abuse in many of the studies. The evidence would 
suggest that child sexual abuse can be a severely traumatising event which should be seen 
within the context of what is often a multiple dysfunctional family.
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THERAPEUTIC APPROACHES IN THE TREATMENT OF ADULTS SEXUALLY 
ABUSED IN CHILDHOOD
Introduction
Despite the fact that the literature provides strong support for the psychological toxicity 
of childhood sexual abuse (Briere and Runtz, 1993), there is still a dearth o f research on 
treatment for this clinical population. A recent meta-analysis indicates that adults 
sexually abused as children report a range of symptomatology related to low self esteem, 
depression, anxiety, dissociation, sexual dysfunction and post traumatic disorders 
amongst others (Neumann et al, 1960). [For a full discussion of the long-term effects the 
reader is referred to the previous review in this portfolio]. Adults with a history of sexual 
abuse are also likely to make up a significant proportion of those seeking outpatient 
treatment for psychological difficulties (Briere and Runtz, 1987; Hutchings and Dutton, 
1993). For example, rates of 33%, 30% and 64% have been reported for the female 
psychiatric population (Rosenfeld et al,1979; Spencer, 1978; Surrey et al, 1990). It is also 
likely that those seeking therapy have a history of more severe abuse and more serious or 
debilitating long term effects (Gold et al, 1996)
While it is not always clear whether the adult’s difficulties are related to the sexual abuse 
per se or to other factors, models have been described which offer a conceptualisation 
linking the abuse and the later effects. For example, post traumatic stress disorder, post 
sexual abuse trauma (Briere and Runtz, 1987), attachment theory ( Alexander, 1993) and 
the traumagenic dynamics of childhood sexual abuse (Finkelhor and Browne, 1985). 
There are also many excellent and detailed accounts of therapeutic models (e.g. Courtois, 
1988), and a general clinical consensus regarding goals and techniques o f therapy which 
can be used to guide and inform the clinician. There remains, however, a distinct lack of 
empirical findings despite clear methodological guidelines for both process and outcome 
research in this area (Beutler and Hill, 1992). At present, almost all o f the literature on 
individual therapy for this client group is based on clinical reports, and evaluations using 
randomised control trials have only been published for a few group therapies. In addition.
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a few single-problem treatments which include at least some subjects with an abuse 
history, have also been described or investigated, for example post traumatic stress 
disorder (Solomon, et al, 1992) dissociation (Fonagy and Target, 1995), substance 
dependence (Harris, 1996) and sexual dysfunction (Ashton, 1995).
In order to adequately review the published material addressing therapy in this area, then, 
in addition to the empirical studies, the theoretical models and the clinical literature will 
also be considered.
Conceptualisations linking childhood abuse and later effects
Traumagenic Dvnamics
Research on the effects and treatment of childhood sexual abuse (CSA) has been 
hampered by the lack of a guiding theoretical framework (Briere, 1992, Cole and Putnam, 
1992; Liem and Boudewyn, 1999). One of the earliest and most influential theories on 
the mechanism linking the abuse trauma with its effects is the Traumagenic Dynamics 
Model of Finkelhor and Brown (1985). This suggests that the effects of the abuse are on 
four main aspects of psychological functioning. Firstly through the process of traumatic 
sexualisation the child’s sexuality is shaped in a developmentally inappropriate and 
interpersonally dysfunctional way resulting in later sexual and interpersonal problems. 
Second, through the dynamic of betrayal the child discovers that someone in a position of 
trust, on whom they were deeply dependent, has caused them harm resulting possibly in 
later depression and grief. Third, through the process of powerlessness, the child’s will, 
desires and sense of efficacy are constantly contravened which can result in fears, 
anxieties and phobias. And fourth, stigmatisation (the negative messages o f badness, guilt 
and shame, which are communicated to the child) can then become incorporated into the 
self-image resulting in low self-esteem and self-destructive behaviour. While Finkelhor 
and Brown (1985) predicted that each of these traumagenics might link to specific 
behavioural effects, they also accept that there can be some overlap, and that each could 
contribute to a general measure of psychological distress.
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While reviews on the long term impact show that none of the above effects are unique to 
childhood sexual abuse (see previous review, this portfolio), Finkelhor and Brown (1985) 
suggest that the abuse experience and its effects are distinctive, as all four dynamics are 
present in the single experience. It has been suggested, however, that two additional 
factors be added to these four dynamics. First, the secrecy surrounding the abuse and the 
fear and isolation this engenders; and second, the confusion that arises in engaging in the 
possibly ‘pleasurable’ behaviour which is nonetheless wrong (Glaser, 1991). It could be 
argued from clinical experience that these additions are unnecessary, since a broad 
interpretation of the dynamics of stigmatisation and traumatic sexualisation might 
adequately encompass these. There has, however, been little empirical testing of this 
model. One study has at least tested part of the model (Coffey et al, 1996). Coffey and 
her colleagues tested the hypothesis that perceived stigma, betrayal, powerlessness and 
self blame mediate the long term effects of CSA. Traumatic sexualisation was omitted 
from this study as, unlike the other dynamics, it has less emphasis on cognitive mediation 
and more on conditioning. Instead self-blame, which was linked to the feeling of 
responsibility for the abuse, was included. It was found that the extent of the initial abuse 
predicted all four dynamics, but the effects of the sexual abuse on adult psychological 
distress was accounted for entirely by stigma and blame, as partly predicted by the 
traumagenic dynamics.
The failure of betrayal and powerlessness to predict psychological functioning was 
considered to be related to age, with the authors suggesting that these dynamics may be 
aspects of the initial reaction most likely to resolve spontaneously. This however, would 
not be supported by the literature which shows that those effects linked to these 
dynamics, for example depression, grief and anxiety, are common in adults abused as 
children (e.g. Briere and Runtz, 1988a; Sofka, 1999). It should also be noted that Coffey 
et al (1996) studied a community sample using fairly crude measures for each dynamic. 
For example, to measure betrayal and powerlessness only four and three questions were 
asked respectively, such as ‘how ashamed do you feel about this experience’ and ‘how
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much do you feel betrayed by this’. While the authors acknowledge the limitations o f this 
study, they conclude that they have demonstrated a mediating role between adult 
cognitive processes and childhood experience of abuse and later psychological 
functioning.
Resolution Therapies
Subsequent to the traumagenic model detailed by Brown and Finkelhor (1985), a variety 
of resolution therapies have developed (e.g. Briere and Runtz, 1987; Courtois, 1988, Gil,
1988). These therapies combine abreactive and cathartic work with emotional 
containment using a combination of techniques described as: experiential/expressive- 
cathartic, exploratory/psychodynamic, stress/coping and cognitive behavioural techniques 
(See Courtois, 1988, pl87-213.) The traumagenic dynamics and the resolution theories 
offer the clinician both a conceptualisation and a working therapeutic model, necessary 
for therapist survival in this demanding clinical area. There have however, been no 
empirical studies explicitly evaluating this therapeutic approach. Instead, it has been 
criticised due to the lack of attention to the clients ego and self-structure development 
(Wells et al, 1995). The importance of self-development in conceptualising a 
therapeutic model has been acknowledged, with a shift in treatment focus from abreaction 
to integration (Courtois, 1991; Herman, 1992; McCann and Pearlman, 1990). The 
importance of pacing the therapeutic work for the individual and avoiding premature 
trauma work has been emphasised by a number of writers (e.g. Briere, 1989, Courtois, 
1988; 1991; Gil, 1988; Jehu, 1988; McCann and Pearlman, 1990).
Attachment Theorv
A slightly later conceptualisation of the link between abuse, its effects, and therapeutic 
intervention, and one which does emphasise self-development, is attachment theory 
(Alexander 1992; 1993). Because sexual abuse occurs within a relationship there is a 
disruption of the normal processes which would develop within a secure relationship 
(Elliott, 1994), and in turn the development of interpersonal relationships affect later 
psychological functioning (Runtz and Schallow, 1997). The concept o f the development
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of an internal working model is an important aspect of attachment theory (Bowlby, 1980; 
Bretherton, 1985; Sroufe, 1988). It has been argued, that through interactions between 
children and their primary attachment figures, expectancies of adult availability and 
responsiveness are developed. As working models of self-in-relationship are often 
complementary (Bretherton, 1992), it is argued, that if  the attachment figure 
acknowledges the child’s need for both protection and comfort, while respecting the need 
for autonomy and independence, a working model of the self as valued and the other as 
reliable is developed (Liem and Boudewyn, 1999). The converse, often seen in abuse, 
would result in the self being seen as unworthy and the other as rejecting and unreliable.
Wells et al (1995), who used an object relations approach to understand underlying 
ruptured attachment issues, outline a detailed and clinically important approach to treating 
adults sexually abused as children. Only recently, however, has there been any attempt to 
empirically test the mediational role of attachment in the development of long term 
effects o f abuse (Roche et al, 1999; Liem and Boudewyn, 1999). In the first study (Roche 
et al, 1999), 307 female students including 85 with a history of (contact) sexual abuse, 
completed measures of attachment (using a relationship questionnaire) and psychological 
adjustment (using the Trauma Symptom Inventory). The results indicated that a history 
of child sexual abuse predicted both psychological adjustment and adult attachment style, 
and that adult attachment style in turn predicted psychological adjustment. In addition, 
attachment style continued to predict adjustment when the effects of CSA were 
controlled, but CSA no longer predicted adjustment when the effects of attachment were 
controlled. The authors concluded that attachment style mediates the relationship 
between CSA and psychological adjustment. The women abused within the family also 
had a less secure attachment than those abused outside the family. The authors suggested 
that those abused by a family member sustain damage both to their model of ‘other’, and 
to their model of self, which influences relationships and patterns of attachment in 
adulthood.
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It has been suggested that those abused outside the family have less damage to self, but 
sustain greater damage to their model of other. This is consistent with research that 
suggests abuse by a father/father figure leads to greater long term effects (e.g. Beitchman 
et al, 1992). Roche et al (1999) suggest that the results o f their study have important 
implications, with therapy offering the opportunity for new interpersonal experiences 
which help to modify the implicit expectations of self, others and relationships. In turn 
this leads to an alteration of attachment style and ultimately to psychological adjustment. 
While a major weakness of the Roche et al (1999) study is their relatively small and 
healthy sub-sample of students with a history of abuse, the implications are important.
Although the benefits of a positive therapeutic relationship have been demonstrated for 
therapy clients in general (e.g. Whiston and Sexton, 1993), the Roche et al (1999) study is 
particularly important in that it places the therapeutic relationship at the heart o f effective 
therapy with this client group. It is widely acknowledged that clients with a history of 
abuse are difficult to engage in a therapeutic alliance (e.g. Wells et al, 1995). Many 
clinical authors working from within different therapeutic models, for example resolution 
therapies, psychodynamic and cognitive therapy, have emphasised the need for a good 
therapeutic relationship, regardless of the variations in ‘techniques’ used within this 
relationship (e.g. Courtois, 1988; Faria and Belohlavek, 1984; Herman and Hirschman, 
1981; Jehu, 1988; Wells et al, 1995).
A further recent study also provides results which support the relationship between 
attachment, abuse and later functioning (Liem and Boudewyn, 1999). In this 
retrospective survey of 687 students, the number of loss and maltreatment experiences in 
early childhood predicted greater sexual abuse frequency in childhood and increased 
maltreatment in adulthood. The early loss and maltreatment experiences also predicted 
poorer adult self functioning. As with all retrospective studies, one o f the major 
difficulties must be the doubt regarding the accuracy of the reports o f childhood 
experience. Particularly in this case, as reports of loss and maltreatment before the age of 
5 years old and the relationship of this to later sexual abuse, forms the basis o f some of
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the main conclusions. As the issues around remembering trauma have been subject to 
substantial debate (See Mollon, 1998), the reliance on accessing memories of the infant 
years, particularly when this period is being considered in the knowledge of their 
subsequent abuse, must present a methodological problem for this study. The authors 
conclude however, that their findings support the hypothesised developmental sequence, 
but that this requires additional empirical support.
Post traumatic stress disorder (PTSD)
It has been suggested that the conceptualisation of the effects of child sexual abuse as 
post traumatic stress disorder would encompass most of the persistent negative effects 
seen in adulthood (Briere and Runtz, 1987; Courtois, 1996; Dolan, 1991; Gelinas, 1983; 
Meiselman, 1990). The cognitive difficulties related to PTSD would include the impaired 
self concept/self esteem and negative perceptions of self, others and the future (Briere,
1989). The emotional aspects of the trauma would include anxiety, depression, substance 
abuse and suicidal ideation, often seen in adults abused as children (see previous review). 
Dissociation, which frequently accompanies severe abuse, also fits the PTSD 
conceptualisation (Briere, 1989). Recognising the interpersonal difficulties (including 
isolation, alienation and distrust) often seen in this population, a conceptualisation of post 
sexual abuse syndrome, linked to PTSD, was suggested by Briere and Runtz, (1988b). 
While there have been very few empirical studies on therapeutic intervention with adults 
sexually abused as children, several of the published studies which have used pre- and 
post- measures in group therapy, have included a measure o f trauma symptomatology 
(Hazzard, 1992; Morgan, 1999; Westbury, 1999). Each of these studies included trauma 
as an outcome measure, though none explicitly used a PTSD conceptualisation to guide 
the therapeutic process. Two of these studies reported significant improvement on trauma 
measures while the third (Westbury, 1999) did not. These studies, along with others 
which have used pre-post measures in the evaluation of group therapy with adults with a 
history of sexual abuse, are reviewed together in the next section.
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In a review of randomised control trials on PTSD, the empirical evidence for a range of 
treatments has been reported, but none of the studies identified in this review specifically 
concerned childhood sexual abuse (Solomon et al, 1992). In summary of this work, 
there were several controlled trials demonstrating the efficacy of behavioural therapy, one 
for cognitive therapy and one for psychodynamic therapy in the treatment o f PTSD. The 
authors concluded that there is evidence for at least modest effects for several types of 
treatment, with the strongest evidence favouring behavioural techniques. While the 
authors concluded that all traumatised populations share important similarities that allow 
for meaningful generalisability of findings, the victims of child physical or sexual abuse 
have never been subjects of a single controlled trial. There is as yet, therefore, no 
empirical evidence that a PTSD focussed therapeutic approach would be clinically 
effective with this client group.
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Group Therapy
It is generally accepted by clinicians that group therapy is a good treatment modality for 
adults who were sexually abused in childhood, as it decreases isolation, stigmatisation 
and shame (Courtois, 1988; Gil, 1988; Hazzard, 1993; Jehu, 1988; Lundberg-Love,
1990). The evidence base for group interventions in the treatment o f adults abused in 
childhood remains poorly developed (Marotta and Asner, 1999). Several studies describe 
group therapy and address issues of usefulness, but very few use a pre-post test design or 
a control group. There have for example, been a number of descriptive studies which 
have focussed on the group processes, the consequences of the abuse, and on clinical 
case descriptions, without the use of pre to post measures (e.g. Carlson and Harrigan, 
1995; Cole, 1985; Kreidler and Carlson, 1991; Kreidler and England, 1990; Kreidler and 
Hassan, 1992; Nicholas and Forrester, 1999; Wheeler et al, 1992). The first to use a pre­
post test design that incorporated a standardised outcome measure was Alexander and 
Follette (1987), although these data were not reported until subsequent publications 
(Alexander et al, 1989; Follette and Alexander, 1991). Following this study there have 
been a number which have used pre and post measures without a control group (G.g. 
Carver et al, 1989; Hazzard et al, 1993; Roberts and Lie, 1989; Threadcraft and 
Wilcoxon, 1993) and with a control group ( Morgan and Cummings, 1999; Westbury and 
Tutty, 1999 ). Those studies using pre and post measures will be considered in the 
following section, and the results of the more recent studies, which have also used control 
groups, will be examined in more detail.
The first two studies (Alexander et al, 1989; Follette et al, 1991) report on the same 
subject groups. The participants in the study were randomly assigned to one o f two 
treatment conditions or a waiting list control. The interventions used either a treatment 
model consistent with Yalom’s (1975) basic model of unstructured process group 
psychotherapy, or Neimeyer’s (1988) interpersonal transaction group format. Sixty five 
women completed therapy in one of 8 closed groups lasting 10 sessions o f 1A hours 
each. The participants were randomly assigned to one of the two groups or a waiting list 
control and completed the Beck Depression Inventory (BDI), the Symptom Check List
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(revised), the modified Fear Survey, and a structured interview. The interview outcomes 
were subjected to a blind assessment and all outcome measures were reported. The 
results showed that compared to waiting list controls, both the interpersonal transaction 
and the process groups improved significantly on all measures. The differences between 
the groups were also maintained at six-month follow up. While this seminal study was 
well controlled, used standardised measures and demonstrated the effectiveness of two 
group therapy approaches compared to a randomised control group, it has been criticised 
due to the lack of description o f the process group (Marotta and Asner, 1999), making 
replication difficult.
In a subsequent report, Roberts and Lie (1989) presented a very detailed account of an 
empirically based therapy model, also reporting pre-post change. The ten-session group 
used a psycho-educational approach, with each session having its own format and tasks. 
In this study 53 women participated in nine therapy groups over a 14-month period. The 
BDI and a 42 item self-assessment scale developed by the first author (Roberts, 1987), 
were used to assess depression and overall psychosocial and sexual functioning. The 
results showed a significant improvement on self-assessment and depression which was 
maintained at six month follow up. Seven of the participants experienced a pre-post 
increase in depression however, although the authors point out that each had experienced 
a life crises. There was no other statistical attempt to examine which factors might relate 
to outcome. It is relevant to note, however, that in addition to variability of the childhood 
abuse experience, 60% of Roberts and Lie’s (1989) partcipants also had a history of 
physical abuse, with 13% describing their mothers as battered women, and 23% reporting 
that they had been raped in adulthood. The authors did however, highlight the importance 
o f adequate screening in selecting for group therapy. Despite overall improvement and 
client satisfaction with the group, due to the lack of a control group it is not possible to 
unequivocally relate the observed changes to the group effect.
Carver et al (1989) also reported pre and post group therapy measures for a mixture o f 10 
and 15 week psychiatric out patient groups. While 95 patients were assessed for the
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groups, 57 started therapy and data were available for only a small group of 29. Outcome 
was measured using the Symptom Checklist-90 (SCL-90), the Zung self rating depression 
scale and the Texas Social Behaviour Inventory (TSB). The results indicate that those in 
employment, those who had never been hospitalised and not currently in individual 
therapy, were more likely to complete the group. There were significant improvements on 
all subscales of the SCL-90 with the exception of the paranoid ideation scale. Neither 
depression (on the Zung) nor self esteem improved significantly pre- to post-group 
therapy. This is not consistent with the previous studies reviewed, although different 
measures were used for depression and self esteem making direct comparison difficult. 
Carver et al (1989) also suffers from a small patient numbers, lack of a control group, and 
the fact that most (the authors do not say how many) of the participants were also in con­
current individual therapy. Once again it is not possible to say that any change observed 
was due to participation in the group therapy.
In two seldom cited studies of abuse victims designed to examine the value of a particular 
therapeutic technique (Apolinsky and Wilcoxon, 1991) and the impact of mixed gender 
co-leadership (Threadcraft and Wilcoxon, 1993), significant pre-post therapy 
improvements were reported for the BDI and Adult self perception profile (ASPP). Both 
studies used the same multifaceted, eclectic structure incorporating aspects of a number 
of approaches from Gestalt to behaviour therapy. The first study compared groups of 15 
women in two group treatment conditions and reported significant improvements for one 
o f these. While the model was presented in detail, the results section was poorly presented 
with very little data and apparent contradictions between the text and statistics presented. 
The second paper presented data from 7 participants in a single group using the same 
model. While the authors conclude that the mixed gender co-leader team resulted in 
significant improvements, with the small number and lack of control group the results of 
this study too are inconclusive. Despite the difficulties with these studies both have been 
cited on occasion, as revealing significant reduction in depression with group therapy (see 
Morgan and Cummings, 1999).
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Hazzard et al (1993) reported pre-post measures for 78 participants engaged in a year 
long psychotherapy group. The treatment model was consistent with Yalom s (1975) 
basic model of process-oriented group psychotherapy, with a sequence involving the 
building of trust, skills development and dealing with separation and loss in the 
termination phase. The content o f treatment was based upon Courtois (1988) 
conceptualisation of the effects of the abuse, treatment goals and therapeutic strategies. A 
battery of questionnaires were used including the Locus of Control scale (LOC), Sexual 
symptom check list (SSC), the Index of self esteem (ISE), the Trauma symptom check list 
(TSC-33) and the Symptom Checklist-90 R (SCL-90R). Significant improvements were 
reported for internal locus of control, sexual avoidance and sexual problems, self esteem, 
trauma related symptomatology and overall psychopathology, although there was only a 
trend towards reduced dissociation. Subjects who had greatest change in psychological 
symptomatology, as measured by the SCL-90R, were those with greater initial trauma- 
related symptomatology, those without a history o f drug abuse, those who had been in 
previous therapy and those who had a similar abuse history to another member o f the 
group. In the abstract, the authors also reported greater change for those whose abuse 
included intercourse, although no supporting data for this was provided in the results and 
their conclusions are contrary to this. Overall these results would suggest that a long-term 
process-oriented group can produce improvements in a number of areas o f psychological 
functioning, particularly for those with greatest trauma symptomatology at entry to the 
group. This relationship between presenting level of distress and degree o f change is 
consistent with results from the general psychotherapy outcome studies. As those with a 
previous psychiatric admission were less likely to complete the group, which is consistent 
with Carver et al’s (1989) findings, the results also suggest that the best candidates for 
group therapy of this nature are those without an inpatient or drug abuse history who had 
received previous individual therapy. Once again however, the authors acknowledge that 
interpretation is limited due to the lack of control group and the fact that many subjects 
were also in individual psychotherapy, making it unlikely that the pre-post treatment 
changes were solely the result of the group treatment.
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Two recent studies have attempted to avoid the criticisms made of previous work and 
improve on the earlier methodologies (Morgan and Cummings, 1999; Westbury and 
Tutty, 1999). Both included a control group, and in the Westbury and Tutty (1999) study, 
all participants were also in concurrent individual therapy. In all previous studies, with 
the exception of Alexander et al (1989), the post treatment change could not be attributed 
to the treatment due to weak design, particularly the lack of a comparison group. 
Westbury and Tutty (1999) described a quasi-experimental design with 22 women in 
group treatment and 10 in the waiting list comparison group, with all receiving concurrent 
individual therapy. A new ‘body-focused feminist model’ (Buzzell and Quigley, 1994) of 
group therapy, consisting of 10-12 weekly sessions each lasting 214 hours was evaluated. 
The therapeutic model was a holistic one considering cognitive, emotional, physical and 
spiritual aspects (Rand et al, 1985) working through three phases. Measures o f depression 
using the BDI, self esteem using the Coopersmith self esteem inventory and trauma 
symptomatology using the TSC-33 were completed. Analyses o f covariance indicated 
that, compared with the control group, there were significant improvements among 
treated patients in depression, with both self esteem and trauma improvement 
approaching significance. These results for depression are consistent with previous 
studies which had shown significant improvement following group therapy using the BDI 
(Alexander et al, 1989; Roberts and Lie, 1989). In the Westbury and Tutty (1999) study 
however, the improvement was over and above that achieved by the control group also 
receiving individual therapy. The authors also point out, that while the pre-test measures 
of depression were higher than those reported by the Alexander et al (1989) and Roberts 
and Lie (1989) studies, the post scores were lower. No statistical analyses were completed 
to support this however.
While the previous study of Hazzard and colleagues (1993) reported significant 
improvement using the same measures for self esteem and trauma, the Westbury and 
Tutty (1999) study did not find significant improvement compared to the wait list control, 
with the exception of the anxiety subscale. This is consistent with the previous study of 
Carver and colleagues (1989), who also failed to find improvements on self esteem. Due
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to the lack of a control groups in both the Hazzard et al (1993) and the Carver et al (1989) 
studies, it is difficult so say whether the differences in the results are due to the lack of 
control groups, or the fact that the Hazzard et al’s (1993) group was a year long. This 
would support the view that a longer term group is required to make substantial changes 
in self esteem and trauma. It should also be noted that, as a whole, the subjects in the 
Westbury and Tutty (1999) group had experienced severe, intrusive, repeated abuse, 
which again might suggest a longer group could be required for significant change 
particularly in self esteem. Nevertheless, these results do suggest that, in conjunction 
with individual therapy, this short term group was effective at reducing depression and 
anxiety over and above that experienced by the control group, who were in individual 
therapy alone. As the control group was very small with only ten women these 
conclusions must again be tentative.
The final study with pre-post therapy measures is a 20 week group therapy programme 
with 40 women who completed all 20 sessions in one of seven groups. (Morgan and 
Cummings, 1999). Most had had previous individual therapy (88%) or group therapy 
(68%), and half were in concurrent individual therapy. The control group consisted of 40 
volunteers with a history of abuse who were not in individual therapy, although 60% had 
had previous individual therapy and 23% had had previous group therapy. A therapeutic 
model consistent with the feminist empowerment model presented by Herman (1992) 
was adopted for the group. It emphasised that child sexual abuse trauma occurred within 
a relationship and healing could not occur in isolation. Participants were encouraged to 
examine their abuse from a societal framework, place the blame on their abusers and 
express their anger in healthy ways. Five variables were measured; depression, social 
maladjustment, self-blame, anger and post traumatic stress response, using the BDI and 
Response to Childhood Incest Questionnaire (RCIQ). Consistent with previous reports, 
the results showed that compared to the control group, the therapy group had significant 
reduction on depression (Carver et al, 1989; Follette et al, 1991; Westbury and Tutty, 
1999), social maladjustment (Alexander et al, 1989; Roberts and Lie, 1989), self blame 
(Carver et al, 1989) and post traumatic stress. It was felt that the psychoeducational
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component of the group which directly addressed and normalised the common responses 
to sexual abuse, might have facilitated these improvements. The pattern of change did 
not relate to the sexual abuse variables of number of perpetrators, relationship to the 
abuser, or nature and duration of abuse. The authors conclude that these results are 
consistent with previous reports which found no relationship between change and 
duration of abuse (Follette et al, 1991) or number of perpetrators and nature of abuse 
(Hazzard et al, 1993).
While Follette et al (1991) found less improvement with group therapy for those with 
more severe abuse, this study found the group therapy equally effective for women with 
different abuse histories. They also report no difference in outcome for those in 
concurrent individual therapy and those not. These analyses were completed using 
separate analyses of variance. It is possible that there might have been an interaction 
between severity of abuse and concurrent individual therapy on outcome, consistent with 
the possibility that those with the more serious history might also be those more likely to 
be in individual therapy. This however, was not put to the test. The authors also 
acknowledge that their findings in this area are limited due to the missing data regarding 
the nature of abuse. Data on abuse duration was available for only 25 of the 40 women 
in the study group. The smaller group sizes for the individual therapy variable, may also 
have reduced the statistical power of this analysis. Perhaps one of the major criticisms of 
the study might lie in the use of a paid, community, volunteer sample as the control 
group. While the abuse characteristics, based upon the available responses of only a 
proportion of each group, did not show any significant differences between the groups, 
the previous history of both individual and group therapy did. In both cases, the study 
group had significantly more previous therapy. While the authors report that the pre 
measures did not differ between the groups, with comparison of a clinical group and 
community sample one cannot assume similar stability in symptomatology or distress. 
Even without the group therapy intervention one could hypothesise that the community 
group might experience more stability in their symptomatology than a clinical group. 
Given the difficulties with the Morgan and Cummings (1999) study, perhaps only
123
tentative conclusions can be drawn. The main conclusions, however tentative, are 
consistent with previous studies suggesting a reduction in symptomatology with group 
therapy.
Summary
The clinical evidence would suggest a preference for eclectic, individualised, therapeutic 
approaches which have the therapeutic alliance central to the work. There is an 
acknowledgement that the abuse trauma occurs within a relationship and that clients 
should therefore be viewed holistically. Following from this, there is support for the 
view that therapeutic intervention should attend to the abuse history, the broad context of 
the abuse, and the impact of this on self development. Where trauma work using 
expressive/cathartic techniques is used, it is suggested that this needs to proceed with 
caution and be balanced with containment. There is also a view that while generally 
useful, techniques aimed at uncovering or abreacting childhood abuse memories need to 
be used with some caution, and are contraindicated for borderline-level patients, at least 
in the initial stages of therapy. These clinically held views however, which are evident 
within the literature, have not been subjected to empirical testing.
While group therapy is viewed clinically as an attractive treatment modality for adults 
with a history o f sexual abuse, supportive empirical evidence on outcome is limited. 
Overall there is some evidence for improvement in depression and general psychological 
functioning, at least for unstructured process and holistic feminist models. There is 
weaker support for improvements in trauma symptomatology or self-esteem through 
short-term group work, with one study indicating that longer-term groups may be 
necessary for changes in esteem. There is also weak evidence that better outcome is 
achieved when participants have had previous individual therapy, and do not have a 
psychiatric inpatient history. Further controlled, methodologically sound research is 
required to support a developing clinical consensus and improve a poor evidence base.
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Predicting Clinical Outcome Following Short-Term Counselling
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RESEARCH DOSSIER 
Aims
To design, execute and report on research examining the factors which predict good 
therapeutic outcome following primary care counselling.
Meeting the requirements
An empirical study addressing predictors o f outcome in primary care counselling was 
designed and executed, and is described here. The literature on factors related to outcome 
of psychotherapy in general and counselling in particular is reviewed. The results are 
presented, interpreted and discussed.
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Predicting Clinical Outcome Following Short-Term Counselling
INTRODUCTION
From the research evidence to date, particularly results from meta-analyses of outcome 
studies, it is reasonable to conclude that psychotherapy works and that, on average, clients 
receiving psychotherapy do better than clients not receiving psychotherapy (e.g. Roth and 
Fonagy, 1996; Seligman, 1995; Shadish and Sweeney, 1991; Sperry et al, 1996). It is 
also the case, however, that the literature shows considerable variability in post­
psychotherapy outcomes, indicating that not all clients will benefit to the same degree 
(Lambert and Bergin, 1994). Research which aims to identify reliable predictors of 
outcome, therefore, continues to be of considerable importance in both client selection 
and in targeting limited service resources. This need to identify factors predictive of 
outcome is particularly relevant to counselling where, despite rapid growth in service 
provision, there has been only limited research attention to outcome and efficacy (Comey,
1992). 
Psychotherapy Outcome
The publication of Roth and Fonagy’s (1996) systematic review of the psychotherapy 
outcome literature ‘What works for whom?’ clearly indicated the need to widen the focus 
of the efficacy debate to include both clinical effectiveness and client specific outcomes. 
Howard (1996) describes the three fundamental questions of psychotherapy research as: 
does it work under specific experimental conditions?; does it work in clinical practice?, 
and does it work for this client? As stated above, most major reviews o f efficacy and 
effectiveness studies support the conclusion that ‘psychotherapy works (e.g. Seligman, 
1995; Roth and Fonagy, 1996; Sperry et al., 1996). In addition, the major challenges to 
psychotherapy efficacy (e.g. Eysenck, 1952) have now been addressed in detail, with 
recent reviewers (e.g. Lambert and Bergin, 1994) supporting the conclusions drawn by
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early applications of meta-analysis to psychotherapy outcomes. Quantifying efficacy 
Smith et al (1980), for example, concluded that the average treated person was better off 
than 80% of the untreated population.
Nevertheless, while these efficacy studies are important, they provide information only on 
the average psychotherapy patient, with such broad positive effects masking considerable 
variability in outcomes. While it has been consistently reported that all psychotherapies 
are about equally effective on average, and in the frequently quoted words o f the Lewis 
Carol’s Dodo bird ‘everyone has won and all must have prizes’ (Luborsky, et al, 1975), it 
is clear that not all individuals are equally helped by therapy. Indeed, the outcome 
literature indicates not only that a proportion change little with therapy, but also that some 
patients are actually harmed (Lambert and Bergin, 1994). These negative effects of 
psychotherapy can include the exacerbation of existing symptoms or the appearance of 
new symptoms (e.g. symptom substitution, psychosomatic reactions, and acting out;
Strupp et al, 1977)
Variabilitv of Outcome following Psvchotherapy
Over many years the issue of deterioration in psychotherapy has been well documented, 
and the client, therapy and therapist factors thought to relate to both good and poor 
outcome carefully explored and reviewed (e.g. Beutler et al, 1994). Recent ‘dose- 
response’ research has shown that different types of patients, whether classified by 
symptoms (Barkham et al, 1996; Kopta et al, 1994), interpersonal problems (Maling et al, 
1995), or diagnosis (Howard et al, 1986) respond differently to psychotherapy. While 
patient characteristics may be important factors in determining the response to therapy, 
Roth and Fonagy (1996) point out that outcome variability cannot be accounted for m 
terms of client factors or treatment techniques alone. They conclude that outcome may 
in part be associated with particular therapist characteristics, with ‘years of therapeutic 
experience’ emerging as a particularly important predictor o f outcome among severely 
disturbed patients. In addition to these patient and therapist factors, process factors (e.g. 
the number of therapeutic sessions) are also thought to relate significantly to therapy
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outcome. Howard et al (1986), for example, reported that while 50% of patients showed 
measurable improvement by the 8th session, 75% were similarly improved by the 26th
session.
Predictors of Outcome
The search for reliable predictors o f psychotherapy outcome, then, is not new and has 
been the subject of investigation for many years. While some feel the results have been 
disappointing (e.g. Garfield, 1994), there remains a sustained interest in this area of 
research, particularly with the shifting focus in health care delivery. Recent years have 
seen an increasing awareness of mental health issues in the general population and a 
growing willingness of people to seek help, which in turn has produced increasing 
demands on the mental health services. While clinical psychology continues to be seen as 
a limited resource struggling with unlimited demands, the range of talking therapies 
available to the referrer has increased, particularly with the development of the role of the 
nurse specialist and the exponential growth of counselling. With increasing emphasis on 
cost effectiveness and evidence-based practice, the difficult task of making a referral 
which is likely to result in good patient outcome is increasingly important. Indeed, it has 
been argued that the questions of ‘which treatment’, ‘which kind of therapist’, and ‘what 
type of patient or problem’, are among the most important issues in current psychotherapy
research (Burton, 1995).
Outcome and Primary Care Counselling Within the NHS, issues of psychotherapy 
outcome have particular relevance when applied to counselling. While primary care 
counselling has grown rapidly in recent years, there remains a paucity of evidence for the 
efficacy of generic counselling (Comey, 1990; Sibbald, 1996), and uncertainty regarding 
whether or not counselling improvements are any greater than that achieved with normal 
GP care (Roth and Fonagy, 1996). Indeed, concern has been raised by some authors 
(e.g. Boot, 1994), who report higher levels of deterioration (as measured by the General 
Health Questionnaire) with short term counselling when compared with normal GP care. 
Boot concluded that counselling may have a detrimental effect for some clients, at least in
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the short term. It has also been suggested that, for the more disturbed population, 
externally mandated brief therapy may put some patients at risk (Stem, 1993; Burton, 
1995), with short term counselling opening up issues which cannot be resolved (Burton, 
1995). Despite these concems the emphasis of most of the counselling evaluation studies 
to date has been on examining change in the counselled population as a whole. Research 
has not addressed the essential question of identifying those who are likely to achieve the 
greatest benefit from short term counselling and those who are most likely to be harmed 
(Comey, 1990). Also under-researched is the extent to which findings from the 
intemational psychotherapy literature can be applied to generic counselling, as delivered 
in primary care.
Counselling and Psvchotherapy
Given the lack o f outcome research in the relatively new field of counselling, it is 
reasonable to explore the extent to which the existing psychotherapy research may apply 
to, and inform counselling practice. It is clear, however, that such comparisons are 
problematic. The limited generalisability of psychotherapy studies examining 
relationships between client, therapist or process variables and outcome have long been 
acknowledged (Garfield, 1986). Such limitations are unsurprising. The very term 
‘psychotherapy’ has been used to describe a wide range of therapeutic interventions, from 
psychoanalysis delivered over a period of years to brief therapy such as short-term 
cognitive behaviour therapy lasting 15 to 30 sessions (Garfield and Bergin, 1994). 
Indeed, with over 200 types of psychotherapy in existence, it has been argued that it may 
not be possible to speak meaningfully of ‘psychotherapy’ at all (Henrink, 1980, cited m 
Bergin and Garfield, 1994).
Those who accept a generic model of psychotherapy such as that advocated by Parsons 
(1951, cited in Orlinsky et al, 1994), who described psychotherapy as
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“a distinctively patterned ‘system of actions’ produced by people engaged jointly m 
performing the socially recognised roles of therapist (or counsellor or analyst) and patient
(or client or analyst)”
would see ‘counselling’ as included in the term ‘psychotherapy’. Such a conclusion, 
however, tends to ignore some potentially critical differences between these two 
therapeutic ‘systems’. For example, generic primary care counselling is usually 
delivered by counsellors with a very broad range of backgrounds, training and experience. 
In addition, counselling is now more accessible for the full range of clients seen in 
primary care, compared with the more selected range of clients seen by those (usually 
secondary) mental health services offering traditional ‘psychotherapy’. The nature and 
degree of the difficulties of patients seen in a generic counselling service are also likely to 
differ from those presenting to the mental health services or included in the outcome 
studies of psychotherapy. Counselling services tend to focus upon more minor 
difficulties often related to acute life crises whereas mental health services see those with 
moderate to severe difficulties. Primary care counselling is also often limited to six or 
twelve sessions regardless of the nature o f the patient’s presenting difficulty or level of 
distress, this contrasts sharply with the flexibility to offer longer-term work which often 
characterises the psychotherapy offered by mental health services. Despite these 
differences, psychotherapy outcome studies currently provide the main source of 
evidence on which to judge the possible importance of different factors influencing
counselling outcomes.
In order then, to consider what factors relate to outcome in counselling the following 
section will examine the psychotherapy literature in relation to patient, process and 
therapist variables which may influence outcome. The question o f how far the 
psychotherapy outcome research might inform issues of counselling outcome will then be 
further explored. For a full discussion of the place of counselling in relation to the mental 
health services, the growth of counselling and concems over this growing service 
provision, the reader is referred to the Professional Dossier.
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Factors Relating To Outcome in Psychotherapy
Client Factors
The importance o f client factors in relation to outcome in psychotherapy has been of 
interest to a number of authors (see, for example, Strupp, 1973; Frank, 1974). While it 
has been acknowledged that the client’s contribution to therapeutic outcome is influenced 
by other factors such as the relationship with the therapist, type of therapy offered and life 
events, a considerable amount of research has been published on client factors in relation 
to psychotherapy outcome. Indeed, it has been argued that it is the client more than the 
therapist who implements change, and that nothing would happen if  the client did not 
absorb, utilise and follow through on the facilitative efforts of the therapist (Bergin and 
Garfield, 1994). Bergin and Garfield (1994) go onto suggest that, rather than argue over 
whether ‘therapy works’, we could address ourselves to the question of whether ‘the 
client works’.
Severitv o f presenting problem The patient/client variable most often reported in relation 
to outcome is the patient’s presentation, in terms of nature and degree o f difficulty. It is 
often reported that the more disturbed the patient the harder it is to make therapeutic gains 
(Barkham et al, 1996; Luborsky, 1993). In an early report Barron (1953) found that the 
least “sick” patients at the beginning of therapy were those most likely to get well. This 
has been found to be the case in several studies examining generalised anxiety which 
tends to be chronic and relapsing (Brown et al, 1993; Rickels and Schweizer, 1990), with 
up to half of the patients reporting moderately severe symptoms at follow up (Anderson et 
al, 1984; Krieg et al, 1987; Murphy et al, 1986; Noyes et al, 1980; Schapira et al, 1972). 
Lower initial severity ratings, amongst other variables, have also been found to be 
associated with good outcomes (Huxley et al, 1979; Mann et al, 1981). Other studies 
however, have reported conflicting results. For example Stone et al (1961), reported a 
significant positive association between outcome and initial degree of symptomatology on 
a self-report scale (i.e. the more severe the symptoms, the greater the benefit), while in a
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Study of time limited counselling, the therapist rated degree of disturbance after the initial 
session did not correlate with therapist rating of outcome after treatment (Gelso et al, 
1983, cited by Garfield, 1994). Similarly, in a study of psychoanalytically oriented 
therapy there was also no difference in outcomes between two groups of patients when 
the groups were based upon severity of diagnostic category (Siegal et al, 1977).
In recent years a more consistent picture has begun to emerge with the increasing interest 
in treatment for depression, and a number of studies have attempted to identify potential 
prognostic indicators. Generally, these results support the conclusion that the lower 
depression scores at the start o f the study, the better the outcome. For example, in a study 
of psychoeducational group treatment for depression, the best predictor of outcome was 
the pre-treatment scores on the Beck Depression Inventory, which accounted for 27 /6 of 
the variance in the post-treatment scores (Steinmetz et al, 1983). Similarly, for depressed 
patients receiving interpersonal therapy, it has been reported that the best predictor of 
outcome was the general emotional health of the patient prior to therapy (Rounsaville et 
al, 1981). Pre-treatment symptom severity was also found to be associated with outcome 
in a study examining cognitive therapy for depression (Simons et al, 1985), with learned 
resourcefulness identified as the best predictor. A later study, however, reported a 
contradictory relationship between learned resourcefulness and outcome, with those 
scoring higher on learned resourcefulness being more likely to be depressed after a 
‘coping with depression’ course than those with lower scores (Hoberman, 1988). [It 
should be noted that these two studies employed different therapeutic approaches and it is 
possible that different therapies represent different predictors of outcome]. Contradictory 
conclusions have also been presented by reviewers. Severity of depression has been 
found to positively relate to outcome of therapy among elderly patients (Gorey and Cryns, 
1991; Scogin and McElreath, 1994), while other reviews have found a negative effect of 
severity on outcome (Whisman, 1993), or no effect at all (Robinson et al, 1990; Mintz et
al, 1992).
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The ability to draw conclusions from these results which might be generalised to normal 
clinical practice is further complicated as some of the studies have focussed on patients 
with a the single diagnosis of depression. In clinical practice however, comorbidity is 
very common, with some 30-40% of the patients diagnosed with depression also showing 
signs of personality disorder (Shea et al, 1992). Similarly, in the National Institute of 
Mental Health (NIMH) collaborative study of depression, 74% of those patients with 
major depression also had a comorbid personality disorder (Shea et al, 1990). 
Nevertheless, results from studies examining complex problems are consistent with some 
of those described above, where the psychologically healthier have the best outcome. 
There is also growing evidence that patients with co-existing personality disorders have 
more severe psychopathology, poorer response to treatment, including drug treatment, 
and greater vulnerability to relapse (AuBuchon and Malatesta, 1994, Diguer et al, 1993, 
Hardy et al,1995; Patience et al, 1995; Reich and Green, 1991; Shea et al, 1990; Tyrer et 
al, 1991 ). Again however, reviews present contradictory findings, suggesting both that 
therapy for mental health problems have poorer outcome when they co-exist with 
personality disorder and that personality disorders are associated with more impairment 
overall, but not with a poorer treatment outcome (Reich and Vasile, 1993; Whisman,
1993).
While these research findings on client’s presentation and outcome in psychotherapy 
might be summarised as equivocal, the process studies designed to examine the effects of 
treatment length on outcome offer some supportive evidence for a systematic relationship 
between severity and outcome. In a study designed to identify variables that could 
predict those depressed patients who were likely to achieve a rapid response to therapy, it 
was found that the best predictor o f outcome after six sessions was level of depression at 
the first treatment session (Beckham, 1989). Those who were severely depressed were 
reported not to have improved at all by the sixth session. And in the often-quoted dose- 
effect study of Howard et al (1986), 52 weekly sessions were the maximum effective 
dose for uncomplicated depression and anxiety, and where borderline personality or 
comorbid conditions were present, longer treatment was necessary. Howard et al’s
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(1986) meta-analysis however, has been criticised on a number of methodological 
grounds (Kadera, et al, 1996), particularly the lack of criteria for clinically significant 
change (such as those developed in recent years by Jacobson and Truax, 1991). A later 
study which did employ criteria for clinically significant change, Kopta et al (1994) found 
that for a 7 5 % chance of recovery, almost seven months more therapy was required than 
estimated by Howard et al (1986). Interestingly, both the Howard et al (1986) study and 
the Kopta et al (1994) study found that fewer patients with chronic distress showing 
recovery by the 52"^ session compared to those with acute distress. There is also 
evidence that those with personality disorders require longer treatment for positive effect 
(Howard et al, 1993). These major dose-response studies then, would generally support 
the view that there is a differential response to therapy with different symptoms and 
syndromes, the more complex presentations requiring more treatment for good outcome.
Chronicitv o f presenting problem While the above studies o f symptom severity would 
suggest that patients with chronic distress also require longer therapy for recovery 
compared to those with acute distress (Kopta et al, 1994), the effect of chronicity on 
outcome has not been established. Chronicity o f a problem is often presented alongside 
complexity when considering the length of therapy that might be required, with 
conclusions that the more chronic and complex will require longer therapy (for example 
Kopta et al, 1994; Steenbarger, 1994; Tillet, 1996). However, studies have also reported 
no effect of chronicity on outcome for depression (Mintz et al, 1992; Whisman, 1993) 
and panic disorder (Gould et al, 1995). Indeed, in an earlier meta-analysis of treatment 
for panic disorder (Glum et al, 1993) and a meta-analysis of group treatments for 
bulimia nervosa (Fettes and Peters, 1992), positive effects of problem chronicity on 
outcome were reported (i.e. the more chronic the symptoms, the better the outcome). The 
evidence would suggest therefore, that there is no consistent relationship between 
chronicity and therapy outcome.
Age and gender Age and gender in relation to outcome have been extensively studied 
and both have been reported to effect outcome. For example, in studies examining
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response to therapy in depressed patients, being older (Brown et al, 1993; Abou-Saleh et 
al, 1983), and female (Sargeant et al, 1990) bavé been associated with poorer outcome. 
Short term dynamic therapy has also been reported to be less effective with female 
patients (Svartberg and Stiles, 1993). Further evidence to support these findings is 
limited, as contradictory conclusions have been drawn from a number o f reviews and 
meta-analysis studies across a range o f difficulties and diagnoses. Generally, no effect of 
gender or age on outcome has been found in treatment for depression (Gorey and Cryns, 
1991; Mintz et al, 1992; Robinson et al, 1990; Scogin and McElreath, 1994; Whisman,
1993), treatment for panic (Gould et al, 1995) or obsessional compulsive disorder 
(Abramowitz, 1996; Van Balkom et al, 1994) or in reviews o f rational emotive therapy 
(Engels et al, 1993; Lyons and Woods, 1991). From the literature to date therefore, it is 
not possible to conclude, that either age or gender predicts outcome o f psychotherapy.
Other Patient r.bnracte.ristics While socio-economic and educational level may be risk 
factors for dropping out of therapy (Weirzbicki and Pekarik, 1993), there is little evidence 
that these factors relate to outcome o f completed therapy (Mintz et al, 1992; Svartberg 
and Stiles, 1993; Whisman, 1993). Intelligence has also been found to have little effect 
on outcome (Engels et al, 1993; Svartberg and Stiles, 1993; Whisman, 1993).
F.mnlovment status There is considerable evidence o f increased psychological distress in 
the unemployed compared to the employed, and that gaining employment reduces this 
level of distress (Bolton and Oatley, 1987; Graetz, 1993; Layton, 1986; Morrell et al, 
1994; Payne and Jones, 1987). This is the case even when selection effects are controlled 
for (for example the possibility that the least fit may be more likely to lose employment 
and the most fit more likely to gain re-employment (Dew, 1992; Graetz, 1993; Morrell et 
al, 1994). Despite evidence of a relationship between employment and mental health 
status however, there has been relatively little research on the effect o f employment on 
outcome of therapy.
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The psychotherapy literature on patient variables predictive of outcome would suggest 
that, while problem complexity and presenting level o f distress were the best patient 
predictors o f therapy outcome, the results remain equivocal. Inconsistent effects are also 
reported for problem chronicity and generally no effects are reported for the 
characteristics of age, sex, and socio-economic status (including employment). There is 
some difficulty however, in generalising these results to the counselling population. The 
psychotherapy patient tends to come from a highly filtered and selected population. A 
minority o f those who seek psychotherapy are accepted for treatment with some evidence 
that they tend to be young, white, educated and employed (Bergin and Garfield, 1994). 
There is also some evidence that primary care counselling patients differ from those seen 
within secondary care in that they are not as young, and present with a  range o f less 
serious emotional problems (Burton, 1995). Each o f these factors may, to an unknown 
extent, limit the generalisability o f psychotherapy outcome research to the counselling
situation.
Process of therapy factors
nuration of treatment Treatment length or number of sessions are the most widely 
reported process variables to effect therapy outcome. Although some authors have 
reported no effect o f treatment length with older patients (Gorey and Cryns, 1991; 
Scogin and McElreath, 1994), generally where effects o f treatment length have been 
reported, longer or more intense treatments are associated with more positive outcome. 
This has been reported for specific difficulties such as social phobia (Feske and 
Chambless, 1995); obsessional compulsive disorder (Abramowitz, 1996) and bulimia 
nervosa (Fettes and Peters, 1992; Hartmann et al, 1992).
Supporting this relationship between treatment length and outcome is the meta-analysis 
by Howard et al (1986). Using 15 samples and nearly 2,500 patients the study analysed 
the dose-response relationship to therapy, concluding that 50% of patients might be 
expected to improve by the 8* session and 75% by the 26=^  session. The maximum
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effective treatment for uncomplicated depression and anxiety was reported to be 52 
weekly sessions. A later study examining clinical change in patients with acute distress 
found 68-95% had clinically improved by the 52"‘‘ session (Kopta et al, 1994). 
Similarly, a more recent study using session by session measures found that by the 8 
session 22% of patients had recovered with 75% recovered by the 26* session (Kadera et
al, 1996).
In a randomised controlled trial comparing clinical change with two time limited 
treatments of 8 or 16 sessions for depression, similar results were reported, with those 
receiving 16 sessions being more likely to have achieved clinically significant change 
(Barkham et al, 1996). However, Barkham et al (1996) also reported that clinical change 
was more likely at the end o f the 8 session contract (30%) compared to the middle of the 
16 session contract (2 1 %), suggesting change occurred more rapidly when tighter time 
limits were imposed. Overall however, in line with earlier meta-analysis patients with a 
longer contract were more likely to make significant improvement compared to those 
with a shorter contract.
While the general rule o f ‘more is better’ would seem to have been accepted to some 
degree within psychotherapy, few studies have focussed on short term therapy o f less than 
eight sessions or on generic counselling, which tends to aim at only six sessions. Where 
this has been reported, those receiving 7-25 sessions o f counselling showed significantly 
more improvement than those receiving fewer than 7 sessions (Burton, 1995). Burton 
(1995) concluded that ‘patients with relatively mild disturbances may be helped m under 
six sessions, but those with more entrenched pathology may require 6  months o f weekly 
treatment or more’. She goes on to suggest that for the more disturbed patient six 
sessions o f counselling may do damage by opening up issues that cannot be resolved. It 
has also been suggested that externally mandated brief therapy may put patients at risk 
(Stem, 1993). While there is evidence from several quality review studies that number of 
sessions o f psychotherapy is related to outcome (see above), and there is some suggestion 
that number of sessions in primary care counselling may effect outcome (e.g. Burton,
146
1995), there is little evidence that this relationship holds up within very brief primary care 
counselling of 6 to 12 sessions.
Otber Process variables In addition to the number of therapy sessions, other process 
variables such as waiting time and therapy schedule have been examined in relation to 
outcome with few consistent results and no differential main effects (Orlinsky et al,
1994).
Thcraneiitic alliance There is good evidence that the relationship between client and 
therapist, known as the therapeutic or helping alliance, makes a positive contribution to 
outcome in a range of psychological therapies. For example a positive relationship 
between alliance and outcome has been reported with interpersonal and cognitive therapy 
for depression (Castonguay et al, 1996; DeRubeis and Feeley, 1990; Elkin, 1994; Hollon 
et al, 1992; Shapiro et al, 1994). A meta-analysis by Horvarth and Symonds (1991) 
suggests that the quality of the therapeutic alliance is a predictor o f outcome in all 
treatments, and they report an effect size o f 0.26. This suggests that 26% of the variance 
in therapeutic outcome is related to the quality of the alliance. It has also been suggested 
that there is a robust relationship between the therapeutic alliance and outcome which is 
as important as therapeutic technique (Roth and Fonagy, 1996). Although the term 
therapeutic alliance was coined by Zetzel (1956) to mean a conscious collaboration 
between therapist and client, it has been compared to Roger’s (1957) ‘therapist facilitative 
conditions’ for effective psychotherapy and there is considerable interest in those 
therapist qualities, skills and therapeutic techniques which might strengthen the alliance 
(Orlinsky et al, 1994). Blatt et al (1996), for example, report that by the end o f the 
second treatment hour the degree to which the patients perceived their therapists as 
empathie, open, caring and sincere significantly predicted the patient’s outcome at 
termination (Blatt et al, 1996). In a review by Beutler et al (1994) the capacity o f the 
therapist to establish a therapeutic alliance was identified as one of the therapist qualities 
to have a positive effect on outcome. While the therapist’s contribution to treatment 
outcome has long been a concern (e.g. Beutler et al, 1986; Gurman and Razin, 1977) and
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will be discussed further in the next section, it is generally agreed that the therapist and 
their contribution to the therapeutic process is poorly understood (Beutler et al, 1994, 
Blatt et al, 1996).
As the alliance involves a relationship between therapist and client however, 
characteristics of both have been examined for their predictive contribution to the 
development of this relationship. Krupnick et al, (1996) for example, found that 
therapeutic alliance as measured across the 3'^, 9^  ^ and 15^  ^ session was significantly 
related to outcome, but that the effect was determined essentially by the patient’s rather 
than the therapist’s contribution to the alliance. The client factors which have been 
reported to relate to the quality o f the alliance include client’s motivation, psychological 
status, quality of social and family relationships, quality of object relations and stressful 
life events (Roth and Fonagy, 1996). Poor therapeutic alliance and poor therapy outcome 
have been associated with, for example, poor family relations or difficulty in maintaining 
relationships, lack of hope and lack of ‘psychological mindedness’ (Kokotovic and 
Tracey, 1990; Moras and Strupp, 1982; Piper et al, 1991; Ryan and Cicchetti, 1985). 
Based upon the client’s contribution to the development of a good therapeutic alliance 
and therefore good outcome, it has been suggested that some individuals may be more 
appropriately treated by psychotherapy than others and that clients who show an early 
engagement in the therapeutic process may be more likely to benefit from it (Roth and 
Fonagy, 1996). This would suggest that rather than examining discrete client or therapist 
characteristics in relation to alliance and outcome, some measure of client appropriateness 
based upon client characteristics m d  therapist’s assessment of the client’s early 
engagement with both therapist and therapy process, may prove predictive of alliance and 
outcome. While it remains unclear which factors are predictive of a good therapeutic 
alliance and subsequent outcome, it would seem that the relationship between alliance 
and outcome across psychological therapies has been established. There is no evidence 
to indicate that the alliance established between client and counsellor would be any less 
important to outcome in primary care counselling. While there may be less time in very
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brief work to form an alliance, it has been shown that the alliance established as early as 
the second session related to outcome (Blatt et al, 1996).
Therapist Variables
As indicated above therapist variables have been extensively studied in relation to 
therapeutic outcome for a number of years. Results show that the degree of improvement 
with therapy is more closely associated with the therapist than the type of therapy (Crits- 
Christoph and Mintz, 1991; Luborsky et al, 1986), that some therapists (regardless of 
therapeutic approach) produce consistently more positive effects than others (Lambert, 
1989; Lafferty et al, 1989; Luborsky et al, 1982; Luborsky et al, 1986) and that some 
therapists produce consistently negative effects (Lafferty et al, 1989). Despite decades of 
research, the therapist factors which account for these differences have been difficult to 
identify, possibly because the therapist factors interact in complex ways with 
characteristics of the client, and the type of therapy being practised (Bergin and Garfield,
1994). Studies which have specifically examined the client group or treatment techniques 
alone have been unable to account for the considerable degree of variability in outcome, 
suggesting that outcome must at least in part, be attributable to therapist characteristics 
(Roth and Fonagy, 1996). Few characteristics of the ‘effective’ therapist have been 
identified, over and above the ability to form a therapeutic alliance described above. 
These additional characteristics include cognitive level (Holloway and Wampold, 1986), 
therapy background in short term therapy, (Lyons and Wood, 1991; Miller and Berman, 
1983), professional background (Stein and Lambert, 1984 ) and lack of directiveness in 
treatment (Svartberg and Stiles, 1991). A recent study which re-analysed the results o f the 
NIMH treatment of depression collaborative research programme, found differences 
between more and less effective therapists (Blatt et al, 1996). Using patient outcome 
change scores, an average score was computed for each of 28 therapists who were then 
grouped into more, moderate and less effective categories. Blatt et al (1996) reported that 
the groups did not differ in age, sex, race, religion, marital status or level o f clinical 
experience. They did differ, however, in ‘psychological mindedness’ and professional
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training, with the more effective therapists being more likely to have a psychological 
rather than biological orientation and to be trained to PhD rather than MD level. These 
latter variables are further explored below.
Experience and Training The relationship between outcome and therapist experience or 
training would seem to be equivocal. For example in a selective meta-analysis by Crits- 
Christoph (1992), groups o f therapists were compared and a zero-order correlation 
between therapist experience and outcome was reported. In this study the experience of 
the group of therapists ranged from psychology interns and psychiatric residents to those 
with five or more years post doctoral experience. Another meta-analysis of some 70 
rational emotive therapy outcome studies compared experience of therapists ranging from 
MA, PhD candidates and psychiatry residents to PhD therapists or psychiatrists with one 
years post degœe expedience (Lyons and TüAxxk;, 1991). Tbcse auduns rqpmted ÜKÜ 
therapist training was significantly and positively correlated with the magnitude of the
treatment effect.
In a more recent review of a number of studies examining the impact of training and 
experience on outcome the authors concluded that a variety of outcome sources are 
associated with modest effect sizes favouring more trained or experienced therapists 
(Stein and Lambert, 1995). These authors also reported that experienced therapists were 
more effective at retaining clients and produced better outcomes with more severely 
disturbed clients, than less experienced therapists. The authors acknowledge, however, 
that the results are confounded by a number o f factors, for example the more experienced 
or trained therapists in the studies reviewed were typically older, more mature with a 
broader range of life experience and were likely to be seen as more prestigious in the eyes 
of their clients (Stein and Lambert, 1995). It should also be noted that the majority o f the 
studies included in this meta-analysis compared therapists who were post doctoral, m 
doctoral training, MD, or Psychiatric residents. Only a small minority o f studies also 
compared one of the professionals above with students or with nurses or teachers.
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The results from studies such as those above are not readily generalisable to the 
counsellor population currently providing the majority of counselling within the NHS in 
Britain. Although the minority o f counsellors do have doctoral level training, the 
majority have completed relatively brief diploma courses (see the professional dossier for 
full discussion o f counsellor training).
Therapist demographic factors Inconsistent results have also been reported in studies 
examining therapist demographic factors in relation to outcome. For example while a 
recent review by Blatt et al (1996) concluded that therapist groups with differential 
outcome did not differ in respect of therapist’s age, sex, race, religion or marital status, 
some earlier studies have suggested positive relationships. For example a modest 
relationship between age similarity and treatment benefit has been reported (Luborsky et 
al, 1980; Morgan et al, 1982) and having an older therapist has been linked to better 
outcome (Beck, 1988). While the generalisability of the latter study has been questioned 
due to the use of self reports as outcome measure and also because the therapists were 
primarily (97%) subdoctoral counsellors (Beutler et al, 1994), over 244 counsellors and 
1,500 clients were studied making it more likely that small differences would be detected. 
Indeed, the subdoctoral education of the therapist population, rather than make the results 
less generalisable to counselling, makes them more generalisable than the highly educated 
therapist of the majority of psychotherapy studies. It may also be possible that where the 
therapists are highly qualified such as in the Blatt et al (1996) report, age is less important 
to outcome, but where the therapists are less well qualified age provides some indication 
of perceived experience or expert status. The relationship between age, experience and 
perhaps theoretical orientation has been acknowledged (Beutler et al, 1994), but again 
the operation of this relationship is less clear in the counsellor population who often enter 
the profession having worked in a previous career for some years. In contrast to the 
positive relationship among career psychotherapists, therefore, counsellor age correlates 
poorly with years o f counselling experience.
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Therapist gender has also been examined in relation to outcome. Jones et al (1987) 
compared outcome achieved by eleven male and fourteen female therapists with similar 
training, experience and distribution of client difficulty. They concluded that there was 
greater symptom improvement post—treatment and at follow-up among clients treated by 
a female therapist. In this study however, all o f the clients were female. Other studies 
(e.g. Blatt et al, 1996), who examined the characteristics of groups of mixed sex 
therapists who varied in effectiveness, reported no significant relationship between sex of 
therapist and outcome. Based upon limited studies and a lack of meta-analytic reviews for 
sex and outcome, reviewers such as Beutler et al (1994) concluded that while some 
sexual similarity may facilitate retention and enhanced therapeutic change, particularly 
among female clients, there is inadequate information to draw anything other than
tentative conclusions.
Sum m ary
In recent years counselling in general practice for less severe problems has become 
increasingly available. This growth has been accompanied by increasing concern over 
the standards of service quality and audit, and the paucity of outcome research for 
generic counselling (Comey, 1990; Sibbald, 1996). Evaluation studies have examined 
subjective improvement or change scores on pre- and post-counselling measures, while 
others have compared change with normal GP care (e.g. Boot et al, 1994). Although the 
results continue to be mixed, it would appear to be the case that significant improvements 
in well being have been demonstrated with counselling, though it is uncertain whether or 
not these improvements are any greater than that achieved with normal GP care (Roth and 
Fonagy, 1996).
The emphasis of most of the evaluation studies to date has been on examining average 
change for the counselled population as a whole. While counselling studies do show 
post-counselling improvements, they also show that a proportion of clients either fail to 
improve, or in fact deteriorate (e.g. Boot, 1994). It has been suggested that, for the more
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disturbed population, short term counselling may do some damage by opening up issues 
which cannot be resolved (Burton, 1995) and that externally mandated brief therapy may 
put some patients at risk (Stem 1993). It has also been argued that questions of which 
treatment, with which kind of therapist, and for what type of patient or problem, are the 
most important for current psychotherapy research (Burton, 1995). In stark contrast to 
the established field of psychotherapy, however, there has been little work on identifying 
predictors of outcome from short term counselling, either in terms of those who benefit, 
or those who may be harmed (Comey, 1990).
Over several decades research has examined outcome data in relation to psychotherapy 
and mental health problems. Roth and Fonagy (1996) who present a comprehensive 
account of the evidence demonstrating benefits of psychotherapy to patients with mental 
health problems, conclude that the considerable variability in outcome must be associated 
with the client, the therapy and/or the therapist. The research on the client and outcome 
has focussed primarily on the client’s presentation, and results to date are equivocal. This 
is reflected in the contradictory conclusions drawn by reviewers where good outcomes 
have been associated both positively and negatively with severity at presentation (e.g. 
Scogin and McElreath, 1994; Mintz et al, 1992). When considering clinical change, 
rather than statistical change or final severity scores alone however, it is often reported 
that the more disturbed the patient the harder it is to make therapeutic gains (e.g. 
Barkham et al, 1996). Similarly inconsistent results have been reported for the client 
characteristics of problem chronicity, age, gender and employment status.
A number of process variables have been examined in relation to outcome and while 
therapeutic alliance has been reported to relate to outcome across treatments, waiting time 
and therapy schedule have failed to show any consistent relationship. Number of sessions 
has also been widely reported to affect outcome, with those receiving longer contracts 
showing significantly greater improvement (e.g. Burton, 1995) and a higher likelihood of 
achieving clinically significant change (e.g. Barkham, 1996).
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Therapist variables have been extensively studied in relation to therapeutic change with 
psychotherapy. Few characteristics of the effective therapist have been identified over 
and above the ability to form a good therapeutic relationship. While there is some 
indication that therapist experience may also relate to outcome (e.g. Stein and Lambert,
1995), overall the results are once again equivocal, and confounded by the relationship 
between experience, training, age and life experience. The relationship between age, sex 
and outcome is also inconsistent, with some tentative suggestion that a same age or older 
therapist and same sex or female therapist, particularly for women clients, may be related 
to better outcome.
The ability both to compare and generalise psychotherapy outcome studies has been 
fiirther complicated by measurement issues. Across studies, outcome has been measured 
in a number of different ways, contributing to variability in findings. Outcome has been 
measured by the severity of symptoms post-therapy or at follow-up (e.g. Krieg et al, 
1987), pre- to post-therapy change or gain scores (e.g. Blatt, 1996), and clinical change 
(e.g. Kopta et al, 1994). Using the first method, one might expect that those with the least 
severe ratings pre-therapy, would be most likely to have the least severe ratings after 
therapy, this would be the case even if no-one changed at all. Using gain scores, outcome 
might be expected to be influenced by pre-treatment status, since those with the highest 
level of pathology pre-therapy have the greatest opportunity to show positive changes 
(Mintz and Kiesler, 1982).
In addition to these methodological differences, the limited generalisability o f studies 
which have examined client, process, or therapist variables in relation to psychotherapy 
outcome has long been acknowledged (Garfield, 1986). The term ‘psychotherapy’ has 
been used to describe a wide range of therapeutic interventions, from psychoanalysis 
delivered over a period of years to brief therapy such as short term cognitive behaviour 
therapy lasting 15 to 30 sessions (Garfield and Bergin, 1994). Given the relatively recent 
growth o f primary care counselling, counselling outcome has not been subjected to the 
same examination and it is possible to question whether, or to what extent.
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psychotherapy outcome research can be generalised to the primary care counselling 
situation.
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Research Questions
This study was designed, therefore, to identify factors relating to operationally defined* 
‘good outcomes’ following short term primary care counselling. In examining this broad 
issue the study aimed to address the following specific questions:
1. Are the client factors age, sex, employment status, marital status, number of 
presenting problems or degree o f presenting distress, significantly related to ‘good 
outcomes’?
2. Are the process factors waiting time, number of sessions received, frequency of 
sessions or counsellor’s evaluation of appropriateness of referral significantly related 
to ‘good outcomes’?
3. Are ‘good outcomes’ significantly related to counsellor characteristics o f age, and
years o f counselling experience?
4. On the basis of client, process and counsellor factors, is it possible to predict who will 
achieve good and poor ‘clinical outcomes’ with generic primary care counselling?
‘Good outcomes’ In questions 1-3 ‘good outcomes’ are defined in terms of degree of 
positive change from pre-counselling baseline as measured by the General Health 
Questionnaire (GHQ) and the Brief Symptom Inventory (BSI). Good ‘clinical outcome’ 
referred to in question 4  was determined by a pre- to post-counselling change in clinical 
status using the operational definition of caseness for the General Severity Index of the 
BSI. These are described in full later in this section.
M ETHOD
Outcome m easurem ent
In order to address the specific research questions set out above, the selection of formal 
outcome instruments to assess psychological change with counselling was guided by 
three requirements: 1) the instruments should be sensitive to relatively small changes in
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clinical condition; 2 ) the instruments should allow for the categorisation of clinical cases 
and non-cases; and 3 ) the instruments should relate to those already used in the 
counselling and psychotherapy outcome literature. Two instruments met all three 
requirements: the Brief Symptom Inventory (BSI); and the General Health Questionnaire 
(CKTQ).
Brief Svmntom Inventorv (BSI)
The BSI (Deragotis and Spencer, 1982; Deragotis and Melisaratos, 1983) is an 
abbreviated 53 item version of the original 90 item Symptom Check List 90 (SCL 90; 
Derogatis and Cleary, 1977). The BSI provides three global scores: 1) the General 
Severity Index (GSI); 2) the Positive Symptom Total (PST); and 3) the Positive 
Symptom Distress Index (PSDI). The GSI is the most sensitive single indicator of 
psychological disturbance, combining information on both the number of symptoms and 
intensity o f distress. The PSDI is an intensity measure corrected for number of symptoms 
reported, and providing an average index of distress. The PST simply indicates the 
absolute number of symptoms experienced by the respondent.
In addition to these global scores, the BSI also provides nine ‘primary symptom 
dimensions’, described as broad-brush profiles of psychopathology and pattern of 
symptomatology (Deragotis and Spencer, 1982; Deragotis and Melisaratos, 1983). The 
nine symptom dimensions are: Somatization; Obsessive-Compulsive; Interpersonal 
Sensitivity; Depression; Anxiety; Hostility; Phobic Anxiety; Paranoid Ideation, and 
Psychoticism. For the purposes of the present study, only the three global indices were 
used. The BSI’s precursor , the SCL-90 is amongst the ten most frequently used 
instruments in psychotherapy outcome studies (Froyd et al, 1996). The BSI, a shorted 
version of the SCL-90, was used in preference due to its relative brevity and acceptability 
in primary care and the availability o f local community norms for comparison.
BSI ‘Caseness’ The BSI has been used as a screening measure for psychiatric disorders 
and provides an operational definition of ‘caseness’. Although it is acknowledged that 
epidemiological research with the BSI is not as extensive as with the SCL-90, its parent
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instrument, classifications of caseness using BSI data have shown acceptable levels of 
sensitivity and specificity (Kuhn et al, 1988; Zabora et al, 1990). In the present study, the 
GSI cutpoint recommended by Derogatis (1993) will be used.
General Health Questionnaire 12 (GHQ-12)
The GHQ-12 (Goldberg and Williams, 1988) is a widely used measure of psychological 
distress containing only twelve questions with four answer options. Likert scoring from 0- 
3 indicates a measure of distress. The GHQ-12, unlike the longer GHQ-28, yields only an 
overall total score with a maximum score of 36 and a threshold score of 11/12. A high 
score is indicative of distressing symptoms paralleling those reported by people referred 
to mental health services with non-psychotic disorders. The GHQ can be used to assess 
changes in psychological distress with time, and there is some evidence that scores rise 
and fall as clinical status of the individual changes (Goldberg and Williams, 1988). While 
the GHQ-12 has been used less often in the psychotherapy field, due to its brevity and 
reliability it has been used extensively to measure psychological disorders in medical 
settings. In evaluation studies it has also been shown to be sensitive to change following 
primary care counselling (e.g. Goldberg et al, 1997; Boot et al, 1994).
Design
Catchment In order: a) to obtain results which could be generalised to the broad 
counselling population; and b) to include a range of client difficulties and distress levels, 
the study focussed on generic NHS primary care counselling provision (as opposed to 
specialist services such as anxiety management, smoking or insomnia clinics). The 
selected service was provided across three areas o f Nottinghamshire (Mansfield, 
Ashfield, and Newark and Sherwood) to thirty referring general practices serving a total 
population of approximately 300,000 people. Practice types ranged from single-handed 
with less than 3,000 patients to large group practices with 8 GPs serving more than 
15,000 patients. The selected area included a large industrial town, mining areas, a 
small market town and many surrounding small villages and farming communities.
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The Service To capture the full spread of counsellor characteristics, every counsellor 
within this generic service (ten women and one man) was included in the study. Each 
worked part-time, providing counselling to between three and six practices. Prior to their 
appointment, each counsellor had completed recognised training and had sufficient 
counselling experience to meet eligibility standards for accreditation by the British 
Association o f Counselling. However, while each met a minimum standard, the nature of 
their training and experience varied. Counsellors ages ranged from 30 years to 56 years 
mean 44.1 years.
Client Recruitment Within the study catchment, all clients referred by the general 
practitioners to the eleven primary care counsellors between January 1997 and November 
1998 (the study period) were included in the sampling frame. All such referrals were 
considered by the referring general practitioner to be appropriate for short term 
counselling in line with the referral protocol. During the study period 1487 referrals were 
received by the service. Of these 1153 attended for a first assessment appointment with 
the counsellor. Of those assessed, a total of 506 clients started counselling and were 
entered into the study, and of these 306 returned the pre-counselling assessment forms. Of 
the 506 clients who started counselling, 423 completed counselling and were discharged 
without further intervention, and a further 48 completed counselling with a subsequent 
referral onto other services. Of the 506 clients who entered into the study and started 
counselling therefore, a total o f 471 completed counselling, with 219 of these completing 
the post-counselling assessments. The final sample therefore, was 219 clients who had 
both completed counselling and all pre- and post-counselling assessments.
Pre- and post-counselling assessments Following referral, two pre-counselling 
assessments, the Brief Symptom Inventory (BSI) and General Health Questioimaire 12 
(GHQ), were sent by the general practice secretary along with the client’s initial 
appointment to see the counsellor. Where the clients were unwilling/unable to complete 
these, for any reason, this was accepted without question and the counselling process 
continued as usual. Those clients who completed a pre-counselling questionnaire were
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provided with post-counselling questionnaires at their last appointment, together with a 
pre-paid envelope addressed to the department of clinical psychology.
Additional data Following discussion with the counsellors, it was agreed that for the 
purposes of the present study, data on counsellor age, sex, and experience could be taken 
from the application form completed by the counsellor prior to their appointment into the 
counselling service. As the study period was almost two years, with counsellors joining 
during that period, a consistent approach was achieved by taking data from the 
counsellor’s point of entry into the service and the study. To maintain confidentiality, 
counsellors were allocated a counsellor ID code and could not be identified from the 
information on the database. A 17-item form was also completed by the counsellor for 
each client at discharge. This form, which was developed for the purposes o f the study, 
included general demographic (age, sex, marital status, etc.) and process-related items 
(e.g. client’s waiting time, number of sessions etc; see below). Client confidentiality was 
maintained by using only a client ID code (allocated by the counsellor) on both the 
assessment questionnaires and the counsellor-completed form.
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D ata m anagem ent
All data were computer coded as they accrued resulting, at the end o f the study period, in 
a database of the following client, process and counsellor variables.
Client variables
Client variables included: age (in years); sex; marital status (initially recorded as married, 
widowed, single, divorced/separated and cohabiting, these descriptive states were recoded 
to 2  categories for multivariate analyses: married/living with a partner; single/living 
alone); employment status (initially recorded as a range of occupational states, but 
recoded to 2  categories for multivariate analyses: in paid/voluntary work; not in 
paid/voluntary work); number of reported problems (reported by the client to the 
counsellor); the BSI global scores for general severity (GSI), positive symptom total 
(PST), and positive symptom distress (PSDI); and the overall GHQ score.
Process variables
Counselling process variables included: waiting time (in weeks); number o f counselling 
sessions; frequency of sessions (2  categories: weekly or less often); appropriateness of 
referral (a 5 point scale from very appropriate to not appropriate).
Counsellor variables
Only 2 counsellor variables were included in the analyses: age of counsellor (in years); 
and counselling experience (in years).
D ata Analysis
All data were analysed using SPSS version 10.0 for windows. In order to address the 
research questions 1-3 and quantify change in the level and severity o f pre- and post­
counselling symptoms, good outcome was defined in terms of a positive change on the 
GHQ and BSI, using simple change-scores. Change-scores were then used to provide 
both a continuous index of outcome, and to identify outcome groups, as follows:
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Change scores as continuous indices of outcome Change scores for each of the three BSI 
indices (general severity; positive symptom total; positive symptom distress) and the 
GHQ questionnaires were computed by deducting the post-counselling score from the 
pre-counselling (baseline) score for each client. Since, for all the scales/indices, low 
numerical scores indicated a lower level/frequency of symptoms, the greater the resulting 
change score, the greater the improvement, with negative scores indicating deterioration. 
Following preliminary bivariate correlation analyses, the combined influence of client, 
process and counsellor factors on the degree of post-counselling change was assessed in 
separate multiple regression models. In all cases stepwise regression procedures were 
used, with entry into and removal from the model determined by the probability of the F 
statistic (for change). For entry and removal, the probability value was set at 0.05 and 
0.10 respectively. In all multiple regression tables the predictor variables are presented 
in order of their beta weights and strength of their correlation with the dependent variable, 
the predictor with the greatest correlation with the dependent variable being presented 
first. Where appropriate, the dichotomous variables sex (male/female), employment (in 
work/not in work) and appropriateness of the referral (appropriate/not appropriate) were 
coded 0 or 1, and included as predictor variables, a procedure recommended by Norusis 
(1997).
Change scores and outcome groups In order to further explore factors significantly 
associated with good and poor outcome, clients were then divided into groups o f ‘non­
improvers’ and ‘best improvers’. Separately for each of the three indices of the BSI and 
the overall GHQ, those clients with zero or a negative change scores were categorised as 
‘non-improvers’, while an equivalent number who had the greatest positive change on 
these measures were categorised as ‘best improvers’. Preliminary bivariate comparisons 
of client, process and counsellor factors identified a number o f variables which differed 
significantly between the two groups. To assess the interdependence o f these factors, 
selected client, process and counsellor variables were entered into separate discriminant 
function models with improvement (non-improvement/best improvement) providing the 
grouping variable. In all models stepwise procedures were initially used, with entry into
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and removal from the model determined by the significance of the F statistic (for change 
in Wilk’s Lambda). For entry and removal, the probability value was set at 0.05 and 0.10 
respectively. While it is recognised that linear discriminant function models generally 
require predictor variables with multivariate normal distributions, the models have been 
shown to be effective and robust when appropriately coded dichotomous predictor 
variables are included (see Norusis, 1985). The variables sex (male/female), employment 
(in work/not in work) and appropriateness o f the referral (appropriate/not appropriate) 
were therefore coded 0  or 1, and included as predictors in selected models.
Clinical Outcome as ‘Caseness’
In order to address research question 4 and examine outcomes in terms of clinically 
relevant transitions from pre- to post-counselling status, clients were grouped according 
the GSI outpoints. The cutpoint is a GSI score greater than or equal to a T score o f 63, 
(on the Norm B, adult non-patient norm), that is a GSI raw score of > 0.78 for women 
and > 0.58 for men as described by Derogatis (1993). For both sexes, those with scores 
above this level were defined as cases, while scores below this level were defined non­
cases. This categorisation produced three outcome groups: 1) those who started
counselling with a non-clinical case status, and remained non-cases post-counselling (the 
‘clinical non-case’ group); 2 ) those who started counselling with a clinical case status 
and remained a case post-counselling (the ‘clinical non-improvers’ group); and 3) those 
who changed from clinical case status pre-counselling to non-case status post-counselling 
(the ‘clinical improvers’ group).
Data description and bivariate analvses Data were first analysed using appropriate 
descriptive statistics. Before constructing the multivariate models patterns o f inter­
correlation were explored using chi square analyses, while group means were compared 
using t-tests.
Predicting Clinical Outcome Using clinical non-improvers and clinical improvers (as 
defined above) as the grouping categories, selected client, process and counsellor
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variables were then entered into separate discriminant function models. In all models 
stepwise procedures were used, with entry into and removal from the model determined 
by the significance of the F statistic (for change in Wilk’s Lambda). For entry and 
removal, the probability value was set at 0.05 and 0.10 respectively. As in earlier 
discriminant models, the variables sex (male/female), employment (in work/not in work) 
and appropriateness of the referral (appropriate/not appropriate) were coded 0  or 1 , and 
included as predictors.
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R E SU L T S
Following a summary of the demographic data for the final sample, results are presented 
in sections which correspond to the research Questions 1-4.
The sample
Of the 219 clients completing pre- and post-counselling assessments (160 females and 59 
males) age was recorded for 210 and ranged from 16-78 years, with a mean of 42.2 
years (SD = 13.1). The majority (59.8%) of clients were married, with other grades of 
marital status showing a distribution similar to the local population, as described by the 
1991 National Census (Table 1).
TABLE 1. Marital status of the study sample and the local population as a whole
Number Percent
Marital Status Study Sample Study Sample Mansfield areas*
Married 131 59.8% 67.02 %
Single /Divorced 68 31.1% 25.11 %
Cohabiting 9 4.1 % 7.87 %
Widowed 7 3.2% -
Unknown 4 1.8% -
Total 219 100 100
* Source. 1991 Census, County Reports (Nottinghamshire), London, OPCS 1993
Employment information was available for 202 of the 219 clients, the majority of whom 
were in work (Table 2 ).
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TABLE 2. Employment status of study sample
Employment status Number Percent
Paid Employment 96 43.8%
Unemployed 27 12.3%
Houseperson 45 20.5%
Retired 18 8.2%
Voluntary Work 14 6.4%
Self-employed 2 0.9%
Unknown 17 7.8%
Total 219 100 %
Clinical characteristics of the sample, in terms of number and chronicity of problems 
presented at first appointment, is shown in Table 3.
TABLE 3 Number and chronicity of problems presented at first appointment among 
patients referred for primary care counselling
Minimum Maximum Mean SD
No of problems 
N = 217 patients
1 4 2.5 1.6
Chronicity of problems 
(months)
N = 148 patients
1 240 23 j 37.8
Process Variables
Data on the frequency of sessions was available for 210 clients, o f these 163 (77.6%) 
were seen weekly and 47 (22.4%) were seen less often. The counsellors assessment of 
the appropriateness of the referral was recorded for 211 clients and of these 162 (76.8%) 
were ‘very appropriate’ with 49 (23.2%) being less appropriate. Data on the waiting 
time and number of sessions received are shown below (Table 4).
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TABLE 4. Waiting time and number o f sessions among patients referred for primary care 
counselling
Minimum Maximum Mean Std
No of sessions 
N = 200 patients
1 12 5.5 2.2
Waiting time (weeks) 
N = 210 patients
0 28 6.3 5.7
Counsellor Variables.
There were 11 counsellors in the study (10 women and 1 man) with an average age o f 44 
years, ranging from 30 years to 56 years. Their post training counselling experience 
ranged from 6  months to 8 years with a mean of 3.3 Years.
Comparison of the studv sample with all of those offered counselling in the studv period 
Demographic data for the total 506 people who engaged in counselling during the study 
period, indicates that the study population with complete pre- and post-counselling data, 
were representative of this larger group. The counselling group were predominately 
female (72%), married (56%), white (95.5%), in paid employment (45%), and with a 
mean age of 42 years (range 15 years to 87 years). They reported an average o f 2.4 
problems, with a mean chronicity o f 24 months and waited an average o f 6.5 weeks for 
an appointment. There were no differences on presenting level of distress between the 
study group and larger sample on any measure. The pre-counselling scores were recorded 
for 306 of the counselling group on the BSI and 324 on the GHQ. The mean scores were 
as follows: GHQ mean = 22.7; GSI mean = 1.4; PST mean = 33.1; PSDI mean = 2.2. 
On the basis of these variables, therefore, the study sample did not appear 
unrepresentative of all patients referred for counselling during the study period.
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Outcome measures
As expected, correlation coefficients among the outcome change scores indicated 
significant shared variance which was reflected in the outcome change scores on all 
measures (Table 5)
TABLE 5 Product moment correlation coefficients among outcome change scores
Pearson
correlation
N=206
GHQ 
change score
GSI 
change score
PSDI 
change score
PST 
change score
GHQ 
change score
1.000
GSI 
change score
0.652 ** 
(n = 206)
1.000 
(n = 206)
PSDI 
change score
0.581**
(n = 206)
0.812**
(n = 206)
1.000
PST 
change score
0.602**
(n = 206)
0.786**
(n = 206)
0.569**
(n = 206)
1.000
** Significant at the p<0.01 level (2-taiIed)
Pre-counselling to post-counselling change
There was a significant average improvement on all measures pre- to post-counselling 
(Table 6 ).
TABLE 6 Significance of Change Pre counselling to Post counselling
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Measure Pre-counselling mean (sd) Post-counselling mean (sd) t
GSI 1.5 (0.7) 0.9 (0.8) 13.4 ***
PST 33.3(11) 24.7 (14.6) 11.0***
PSDI 2.3 (0.7) 1.6 (0.7) 13.6***
GHQ-12 23.7 (7.6) 11.2 (8.1) 19.3***
*** significant at p< 0.001
Change Scores
While the pre- to post counselling comparisons (Table 6 ) showed significant average 
change, the range of values indicated both negative and positive change at the individual 
level. A summary of the change score distributions is shown in Table 7.
TABLE 7 Distribution o f change score values
Minimum Maximum Mean Standard
Deviation
GHQ (N=206) -16.00 36.00 12.55 9J4
GSI (N=219) -1.34 :L68 0.62 0.69
PSDI (N=219) -1.50 2jW 0.56 0.72
PST (N=219) -22.00 44.00 8.62 11.60
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Research Question 1
Are the client factors age, sex, employment status, marital status, or degree of presenting 
distress significantly related to ‘good outcomes’?
A)  Client variables and change scores
For the final sample of 219, initial bivariate analyses showed a pattern o f significant 
positive correlations between pre-counselling (baseline) and change scores indicating that 
greater change was consistently related to higher presenting levels of distress within each 
measure. Pre-counselling scores also showed a pattern of cross-correlation with change 
scores derived from other outcome measures.
Change scores on the three indices of the BSI showed modest, but significant negative 
correlations with client age (GSI: r = -0.162, p<0.05; PSDI: r = -0.164, p< 0.05; PST: r = 
-0.179, p< 0.01) suggesting that older clients experienced least change. The only other 
client factor which showed a significant correlation with any of the change scores was the 
number of presenting problems. There was a significant positive correlation between 
number of presenting problems and GHQ change scores (r = .149, p< 0.05). This variable 
was also therefore, included in the multiple regression models.
The relationship between employment status and degree o f change was initially examined 
by comparing the degree of change for those in employment to those not in employment 
as previously defined. The results show that for each of the four measures of change those 
in employment changed significantly more than those not in employment (GHQ: t = 2.3, 
p<0.05; GSI: t = 3.5, p<0.01; PSDI: t =2 .5, p<0.05; PST: t = 2.2; p< 0.05). There was 
no significant difference between the employment groups in their pre-counselling scores 
on any measure o f the BSI but those in employment had a significantly higher pre­
counselling score on the GHQ (t = 2.1; p <0.05). As there is a relationship between 
presenting level of distress and degree of change as described above, these variables were 
examined together in the multiple regression model. Women and men showed no
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significant difference on pre-counselling GHQ, GSI, PSDI and PST scores, or on change 
scores derived from these measures. Nevertheless, since gender is known to exert a 
pervasive influence on mental health factors, this variable was further examined by 
inclusion as a predictor variable in the multiple regression model.
Selected client variables were then combined in 2 stepwise multiple regression analyses. 
Due to the similarity of relationships between the change scores on the three indices of 
the Brief Symptom Inventory and other variables, in the first model the GSI change 
scores were used as the dependent variable. As the GHQ change scores showed some 
differences from the results of bivariate analysis using the BSI, the second model used the 
GHQ change scores as the dependent variable. In both models the pre-counselling GHQ 
score, each of the pre-counselling scores on the three indices of the BSI, age, number of 
problems, sex and employment were included as predictor variables.
In the first model (regression of GSI change scores on selected client variables) only 2 
variables (pre-counselling PSDI score and employment status) were entered into the final 
model, accounting for approximately 22% of the variance in GSI change (Table 8 ).
TABLE 8 Predictors of General Severity Index (GSI) change scores: summary of 
stepwise multiple regression*
Dependent
Variable
Predictor Variable R" Standardized p Sig (of t)
GSI Change Pre-counselling PSDI score 0.174 0.423 p<0.01
Employment status 0.216 -0.194 p<0.01
Variables excluded from the model: pre-counselling GSI; pre-counselling PST; pre­
counselling GHQ; age; number of reported problems; sex.
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In the second model (regression of GHQ change scores on selected client variables) 3 
variables (pre-counselling GHQ and GSI scores, and the number of reported problems) 
were entered into the final model, accounting for approximately 35% of the variance in 
GHQ change (Table 9).
TABLE 9 Predictors of General Health Questionnaire (GHQ) change scores: summary 
of stepwise multiple regression*
Dependent
Variable
Predictor Variable Standardized p Sig (of t)
GHQ Change Pre-counselling GHQ score 0.3 0.689 p<0.001
Pre-counselling GSI score 0.337 -0.252 p<0.01
Number of reported problems 0.353 0.128 P<0.05
Variables excluded from the model: pre-counselling PST; age; number of reported 
problems; employment; sex.
B1 Client Variables and Improvement Groups
Clients showing deterioration or zero improvement between pre- and post-counselling 
GHQ (n = 21), GSI (n = 37), PSDI (n = 34) and PST (n = 55) were matched with an 
equal number of the best improvers on that index (see above) to form ‘non-improved’ and 
‘best-improved’ sub-groups. Relationships between client variables and post-counselling 
sub-group membership were then examined using initial bivariate comparisons 
(independent samples t-tests and analyses). For improvement groups based upon 
GHQ, GSI and PSDI change scores, the results were very similar. These best-improved 
groups showed significantly higher pre-counselling scores on each o f the three measures 
GHQ, GSI and PSDI (all t-values significant at p < 0.05). The best-improved clients
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sub-group based upon PST change scores, only showed significantly higher pre­
counselling PST scores (t = -2.03, p <0.05). and no other pre-counselling scores differed 
significantly within this grouping. Number of presenting problems and chronicity of 
problems, did not show any relationship to improvement group as determined by any of 
the four measures.
Only the improvement groups as determined by the PST change scores showed a 
significant difference in age between the groups, with the best-improved group being 
significantly younger than the non-improved group (t = 2.72, p < 0.01). There were no 
significant difference in age between the best-improved and non-improved groups as 
determined by the GHQ or the other two indices of the BSI.
There was no significant relationship between sex and outcome group based upon change 
scores on the three BSI indices. However, improvement sub-groups derived from the 
GHQ did show a significant association with sex (X^ = 4.2; df = 1; p = 0.04), with 
women more likely to be in the best-improved group. (One of the cells contained only 
three cases however).
Employment status was significantly related to improvement group using the GSI (X^ = 
10.28; df = 1; p = 0.001) and the GHQ (X^ = 5.94; df = 1; p = 0.05) with, in both cases, 
more of the best-improved being in work. Improvement groups based on other indices of 
the BSI did not show any significant relationship with employment status, and marital 
status was not related to improvement group membership on any measure.
To assess the interdependence of those factors associated with membership o f the non­
improved/best-improved sub-groups, discriminant function analyses were carried out with 
PST and GSI change groups. The GHQ change groups were omitted from these analyses 
as the low n size (n = 21/sub-group) limited the number o f independent variables that 
could be tested in a multivariate model. In addition, due to the overlap in the results o f 
the bivariate analyses for the GSI and the PSDI change groups, the latter was also omitted
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from the discriminant function analysis. Both the GSI and PST were included however, 
as there were differences between them in the bivariate analyses, particularly in the 
relationship between employment and age and change groups. For both models non- 
improved/best-improved served as the grouping variable. For the PST model, the client 
variables age and pre-counselling PST were independent, while for the GSI model the 
variables employment and pre-counselling PSDI score were independent. Results are 
shown in Tables 10 and 11 respectively.
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TABLE 10. Summary of stepwise discriminant analysis of variables associated with 
PST non-improvers and best improvers sub-groups.
Step Variables included in model Wilk’s lambda P =
1 Age 0.93 0.008
Cases correctly classified in model = 61.0%
Remaining variables failed to achieve criterion entry probability of <0.05
Only one variable (age) was included in the discriminant function classifying 61% of 
cases. For this analysis Box’s M statistic was non-significant (M = 3.269; p = 0.072) 
indicating non-significantly different population covariance matrices.
TABLE 11 Summary of stepwise discriminant analysis of variables associated with GSI 
non-improvers and best improvers sub-groups.
Step Variables included in model Wilk’s lambda P<
1 Pre PSDI 0.855 • 0.001
2 Employment 0.736 0.001
Cases correctly classified in model=80.3%
For this analysis Box’s M statistic was non-significant (M = 4.674; p -  0.21) indicating 
non-significantly different population covariance matrices.
Both variables achieved the criterion level o f significance in the discriminant function and 
based on these 80% of the cases were classified correctly.
Research question 1: section summary
The results of the bivariate analyses showed significant differences between best and least 
improved groups on a number of measures. The best improved groups:
• had significantly higher presenting level of distress, with similarities between the GSI, 
PSDI and GHQ groups;
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• were significantly more likely to contain employed clients (Groups determined by 
GSI and GHQ change scores);
• were significantly younger (Groups determined by PST change scores); and
• were more likely to contain women (Groups determined by GHQ change scores)
The multivariate models show that:
• both presenting level of distress and employment are independently associated with 
change groups (GSI change groups);
• age is significantly associated with change group (PST change group).
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Research Question 2
Are the process factors waiting time, number of sessions received, frequency of sessions 
or appropriateness of referral significantly related to ‘good outcomes’?
A) Process variables and change scores
Initial product moment correlation coefficients showed no significant correlations 
between waiting time for counselling, number of counselling sessions, and degree o f 
change on the GHQ or on any of the three indices of the BSI.
B) Process Variables and Improvement Groups
In comparisons of improvement group means (best-improved versus non-improved 
groups for the GHQ, GSI, PSDI and PST), no significant differences were found for 
waiting time or the number of counselling sessions received. In contingency analyses, 
there was a significant relationship between appropriateness of referral (dichotomously 
coded as appropriate/not appropriate) and improvement group as determined by the 
change scores on the PST (X^ = 4.66, p = 0.031) and the PSDI (X — 4.23, p — 0.040). 
Similar analyses showed no significant associations between improvement groupings and 
frequency of counselling sessions (coded as weekly or less often). As only 
appropriateness of referral showed any relationship to improvement group the process 
data were not subjected to multivariate analysis.
Research question 2: section summary.
Appropriateness of referral (dichotomously coded) was the only process variable 
examined to show a significant relationship to improvement, with an association between 
best improved and most appropriate.
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Research Question 3 Are ‘good outcomes’ significantly related to counsellor 
characteristics of age, and years of counselling experience?
A) Counsellor variables and change scores
Initial bivariate analyses for the whole sample (N = 219) showed a significant positive 
correlation between the age of the counsellor and client change scores on the GSI (r = 
0.142, p<0.05) and PSDI (r = 0.151, p< 0.05). There was no significant correlation 
between counsellor age and change scores on the GHQ (r = 0.101, p = 0.147), or PST (r = 
0.126, p = 0.063). There was also no significant relationship between number of years 
counselling experience and change scores on the GHQ (r = -0.018, p = 0.789), GSI (r = - 
0.021, p = 0.758), PSDI (r = -0.033, p = 0.631), or the PST (r = -0.046, p = 0.494) . In a 
multiple regression analysis using the GSI change scores as dependent variables, and age 
and years of counsellor experience as a predictor variables, only counsellor age was 
included in the model (R^ = 0.02, beta = 0.142; Table 12). In a multiple regression 
analysis using the GHQ change scores as the dependent and counsellor age and 
experience as predictor variables, neither variable reached criterion for entry into the 
model.
TABLE 12 Predictors of GSI change scores: summary of stepwise multiple regression
Dependent
Variable
Predictor Variable R" Standardized p Sig (of t)
GSI Change Counsellor age 0.020 0.142 p<0.05
*N = 219
Variable excluded from the model: number of years experience.
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B) Counsellor Variables and Improvement Groups
In comparisons of mean counsellor age and experience across the improvement groups 
(best-improved versus non-improved groups for the GHQ, GSI, PSDI and PST) only age 
showed a significant difference, with counsellors being significantly older for the best- 
improved groups on the GSI (t = -22.65, p<.01) and the GHQ (t = -3.08, p< .01).
Client, process and counsellor variables and change scores
In a final analysis, selected client, process and counsellor variables were combined in 
two stepwise multiple regression analyses, with dependent and independent variables 
guided by earlier analyses. In the first model the client variables, pre-counselling PSDI, 
age, number of reported problems and employment status, the process variable 
appropriateness of referral, and the counsellor variable age of counsellor were used as 
predictors, with the GSI change score as the dependent variable. In the second model 
GHQ change scores were dependent, with pre-counselling GSI, age, number o f reported 
problems and employment status, the process variable appropriateness o f referral, and the 
counsellor variable age of counsellor used as predictors. In both cases model parameters 
were as described above. Results from these analyses are shown in Tables 13 and 14 
respectively.
TABLE 13 Predictors of GSI change scores using client, process and counsellor 
variables: summary of stepwise multiple regression*
Dependent
Variable
Predictor Variable Standardized p Sig (of t)
GSI Change Pre-counselling PSDI 0.207 0.445 p<0.001
Employment 0.251 -0.198 p<0.01
Appropriateness
0.278
0.170 p<0.01
Counsellor Age 0.297 0.138 p<0.05
*N = 194 owing to missing values on some varia )les
Variables excluded from the model: age of client; number of reported problems.
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TABLE 14 Predictors of GHQ change scores using client, process and counsellor 
variables: summary of stepwise multiple regression*
Dependent
Variable
Predictor Variable R" Standardized p Sig (of t)
GHQ Change Pre-counselling GSI 0.035 0.214 P<0.01
Appropriateness 0.056 0.180 P<0.01
Variables excluded from the model: age of counsellor; number o f problems; employment 
status; age o f client.
Research question 3: section summary
• Counsellor age showed a significant relationship to degree o f change in bivariate 
analysis (GSI and PSDI) and multivariate analyses (GSI).
• Counsellor age also showed a significant difference between improvement groups 
(GSI and GHQ). In both case greater improvement was associated with an older 
counsellor.
• When a combination of client, process and counsellor variables are entered stepwise 
into a multiple regression, most of the explained variance in the GSI change score is 
attributable to four factors: pre-counselling PSDI, employment, appropriateness of 
referral and counsellor age. With the GHQ change score as the dependent variable, 
only pre-counselling GSI and appropriateness of referral are included in the model.
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Research Question 4
On the basis of client or process factors, is it possible to predict who will achieve good 
and poor ‘clinical outcomes’ with generic primary care counselling?
Using outpoints from the G S I , three clinical outcome groups were identified pre- to post­
counselling (see Figure and Table 15): the clinical non-case group (n = 35); the clinical 
non-improvers group (n = 99); and 3) the clinical improvers group (n = 85). No
individuals changed from non-case to case.
4
Before Counselling CASE NON-CASE
N=184 N=35
i \ 1r
After Counselling CASE NON-CASE NON-CASE
N=99  ^ N=85^ N==35^
Figure Clinical status (as defined by the General Severity Index of the Brief Symptom 
Inventory) before and after primary care counselling among 219 NHS patients: ^Clinical 
non-improvers ; ^Clinical improvers; ^Clinical non-case
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TABLE 15 Summary table of clinical status pre- to post-counselling
Group Frequency %
Clinical non-improvers 99 45.2
Clinical improvers 85 38.8
Clinical non-case 35 16
Total 219 100%
In order to explore clinical outcomes as set out in the research question 4, rather than 
degree of change as in the previous sections, analyses focussed exclusively on the clinical 
improvers and clinical non-improvers groups. As before, bivariate analyses preceded, 
and guided the selection of variables for the multivariate model.
A) Client Variables and Clinical Improvement Groups
Initial bivariate analyses of pre-counselling assessments showed that, for all BSI 
measurements, those who changed from clinical case to non-case following counselling 
had significantly lower levels of pre-counselling distress (within the clinical range) when 
compared with those who remained a clinical case the (GSI: t = 5.36, p<0.001; PSDI: t = 
2.73, p<0.01; PST: t = 5.69, p<0.001).
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Clinical improvement in relation to degree of change
As clinical improvement as described above, is dependent on a move from above to 
below a threshold, a further analysis assessed the degree of change for those who fall 
below the threshold following counselling, compared to those who remain above it. On 
all o f the psychological measures used, the change scores for the clinical improver group 
were significantly greater than those for the clinical non-improver group (GSI t = -7.82, 
p<0.001: PSDI t = -7.54, p<0.001; PST: t =-12.36, p<0.001; GHQ: t =-7.14, p<0.001). 
Those making a clinical improvement therefore; started with a lower clinical level of 
distress and changed significantly more than those who were clinical non improvers.
Client age, chronicity of problems and number of problems, sex, employment status or 
marital status did not differ significantly between the clinical improvement groups using 
bivariate statistics.
B) Process variables and clinical improvement groups
There were no significant differences between the clinical improvement/non­
improvement groups on the process variables, waiting time, number of sessions or 
frequency of sessions. These groupings did, however, show a significant association 
with dichotomously rated appropriateness of referral (X^ = 11.11, d f = 1, p< 0.01) with 
appropriately referred clients more likely to show clinical improvement.
O  Counsellor variables and clinical improvement groups
The only counsellor variable to relate to clinical improvement group was counsellor age (t 
= -2.306, p< 0.05), with the clinically improved clients having, on average, older 
counsellors than the clinically non improved clients ( mean age, 45.39 yrs and 42.56 yrs 
respectively).
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Clinical improvement: predicting group membership
To assess the interdependence of factors influencing clinical improvement, and to assess 
the degree to which group membership can be predicted from these factors, selected 
client, process and counsellor variables were examined in a series discriminant analysis. 
Using stepwise procedures, and clinical improvers/non-improvers as the grouping 
variable, entry into and removal from the model was determined by the significance of 
the F statistic (for change in Wilk’s Lambda). For entry and removal, the probability 
value was set at 0.05 and 0.10 respectively. In the first three models, client, process and 
counsellor factors were examined separately (Tables 16, 17 and 18), with the independent 
variables selected on the basis of results from the bivariate analyses.
TABLE 16 Summary of stepwise discriminant analysis of client variables associated with 
clinical improvement and clinical non-improvement.
Step Variables included in model Wilk’s lambda P <
1 Pre-counselling PST score 0.861 0.001
2 Age 0.835 0.001
3 Sex 0.814 0.001
Cases correctly classified in model=67.6%
Box’s M = 4.706; p = 0.595
Variables excluded from the model: Pre-counselling GSI, PSDI and GHQ scores; 
employment status; marital status. The model classified 67% of the case to non case and 
68% of the case to case correctly.
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t a b l e  17 Summary of stepwise discriminant analysis of process variables associated 
with clinical improvement and clinical non-improvement.
Step Variables included in model Wilk’s lambda P <
1 Appropriateness of referral 0.940 0.001
Box’s M = 10.125; p = 0.002  
Excluded from the model: waiting time.
In this model 88% of the case to non case and 33% of the case to case were correctly 
classified.
TABLE 18 Summary of stepwise discriminant analysis of counsellor variables associated 
with clinical improvement and clinical non improvement.
Step Variables included in model Wilk’s lambda P <
1 Age of counsellor .972 0.023
Cases correctly classified in model = 56%
Box’s M = 0.162; p = 0.688
Excluded from model: years of counsellor experience.
The model classified 71% of the case to non-case and 43% of the case to case correctly.
Client, process and counsellor variables combined In the fourth and final discriminant 
model, client, process and counsellor variables were combined, with dependent variable 
selection influenced by results from the three earlier models. Variables selected were: 
pre-counselling PST score; client age; client sex; appropriateness of referral; and 
counsellor age. The results of this analysis are summarised in Table 19.
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t a b l e  19 Summary of stepwise discriminant analysis of client, process and counsellor 
variables associated with good and poor clinical oiitcome.
Step Variables included in model Wilk’s lambda P <
1 Pre-counselling PST score 0.842 0.001
2 Appropriateness of referral 0.798 0.001
3 Age of counsellor 0.770 • 0.001
Cases correctly classified in model = 71.3%
Box’s M = 18.905; P = 0.005
Variables excluded from model: age and sex o f client
In this final model three variables achieved the criterion level of significance, on the basis 
of which 71.3% of cases were correctly classified. While a highly significant chi-square 
shows that it is unlikely that the clinical improvers and non-improvers have the same 
means on the discriminant function, the significant Box’s M (M — 18.905, P — 0 .005), 
indicates that the null hypothesis of equal population covariance has to be rejected. The 
classification results are summarised in Table 20, showing that 71.3% of the cases were 
correctly classified into clinically improved and non-improved groups with equal 
accuracy on the basis of these three variables.
TABLE 20 Classification table for the discriminant model including: pre-counselling
Predicted (n) 
Case to case
Predicted (n) 
Case to non-case
Total
Case to case 71.3% (67) 28.7% (27) 100% (94)
Case to non-case 28.6% (24) 71.4% (60) 100% (84)
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DISCUSSION
As a research study conducted within an ongoing NHS service, it was both ethically and 
clinically important that clients were entirely free to participate, and that decisions not to 
participate were accepted without further questioning. As a result, no data were collected 
on reasons for non-participation. Nevertheless, comparisons between the study group (n 
= 219) and the total group engaged in counselling (n = 506) found no significant 
differences on clinical or demographic variables. In addition, and despite the high 
proportion of women in these groups, marital status distributions did not deviate 
substantially from those for the local population (Table 1). The study sample however, 
had a lower percentage of people in paid employment compared both to the local 
population and surrounding areas. Employment status was recorded for 92.2% of the 
study population and of those of working age 60.8% of men and 50.4% of women were 
employed. This compares to 66.5% and 57.3% respectively for Nottingham City and 
69.4% and 61.5% respectively for Sheffield (Office of National Statistics, 1991). While 
direct comparison with government statistics is difficult given the six year difference 
between the census and these study data, the greater percentage of unemployed m the 
study population is consistent with the literature reporting a link between mental health 
and employment status (e.g. Bolton and Oatley, 1987; Layton, 1986). This issue is 
considered further later in the discussion. When considering the representativeness o f the 
sample it should also be noted that the ethnicity figures reflect the comparatively limited 
ethnic mix within the local population. The study population was 95.5% white with only 
4.5% from the ethnic minority groupings. From the 1991 census the figures for the 
Mansfield and urban areas was 99% white, compared to 95% for Sheffield, 89.2% for 
Nottingham and 79.8% for Greater London. While the ethnic minorities would seem to 
be well represented within the study population compared to the local population, the 
limited ethnic mix o f both the local and study population did not allow this variable to be 
included as a predictor of outcome. Given the variability in ethnic mix across Britain 
then, the possibility that different predictors could be identified within other populations, 
particularly in metropolitan urban areas such as London, should not be discounted.
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Overall, then, it seems reasonable to conclude that the study sample of 219 clients is not 
wholly unrepresentative of the local population. While the sample was drawn from a large 
geographical area including the industrial town of Mansfield, the market town of Newark, 
several mining areas and many small villages and farming communities, the results may 
not be generalisable to many areas of Britain.
Since counselling outcome research remains poorly developed, it was felt appropriate to 
include a range of instruments which captured not only the breadth and severity of 
presenting symptoms, but also allowed for comparisons with the existing psychotherapy 
literature. In the event, it is clear that all four measurements used (the GHQ, GSI, PST 
and PSDI) positively intercorrelated at pre-counselling, with shared variance also evident 
in the change scores. Nevertheless, while some duplication o f assessment is inevitable, 
the application of all four scales to the present analyses did permit a detailed and rigorous 
scrutiny of patterns of post-counselling change.
Contrasts between average and individual levels of distress are clearly illustrated in two 
findings from the preliminary descriptive analyses. Mean pre-counselling scores on all 
three BSI scales (Table 6) were greater than those recorded in the general local population 
(see Professional Dossier, Table 1, page 41), indicating higher levels of psychological 
distress in these clients. Distributions o f change scores, on the other hand, show, as 
expected, a wide range of individual post-counselling outcomes (Table 7). Clearly, then, 
attention to factors influencing differential outcomes appears justified.
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Research question 1 : client variables and change
Overall, the results show that when improvement is measured using pre-counselling to 
post-counselling change scores on the GSI, then both presenting level of distress and 
employment status are significantly and independently related to degree of change. This 
was found consistently with both the regression model for degree o f change and the 
multivariate analysis examining best and least improved groups. There is also some 
indication that age is related to degree of change with a modest negative correlation 
between change and age on all of the BSI dimensions, and confirmed in the multivariate 
analyses with the best-improved group being younger. This was only found, however, 
with the PST and, unlike the other measures used, PST represents a ‘count’ o f symptoms, 
and provides no indication of severity of symptom experience. While the weak negative 
relationship between age and outcome has previously been reported in depressed patients 
(Brown et al, 1993; Abou-Saleh et al, 1983), the mixed results found here are also 
consistent with an equivocal literature. There is a weaker indication that the number of 
problems experienced relates to the degree of change on the GHQ, as shown in the 
multiple regression with GHQ change as the dependent variable. This was not found in 
any of the other analyses. The weak relationship between gender and improvement GHQ 
group using bivariate statistics was not confirmed by multivariate analysis suggesting an 
interrelationship with other variables. Again this is consistent with the literature which 
generally shows no effect of gender on outcome. Also consistent with findings to date 
there was no relationship between chronicity o f problems and degree of change.
Research question 2: process variables and change
Counsellor assessed appropriateness of referral was the only process variable to show any 
relationship to outcome, with clients rated as ‘appropriate’ being more likely to be 
members of the of the PST and PSDI ‘best improved’ groups. While counsellors showed 
some consistency in their use of this rating, it is likely that this single measure reflected 
not only a judgement based on the client’s presenting problems, but also a variety of 
counsellor perceptions and assumptions relevant to the development of a therapeutic
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alliance. Thus, it may be that judgements of ‘appropriateness’ are in part proxies for 
judgements of factors such as ‘psychological mindedness’, or ‘early therapeutic 
engagement’ which, as influential components of the therapeutic alliance, strongly 
influence the outcome of psychotherapy. This is consistent with a strong body of 
evidence within the field of psychotherapy which suggests that the therapeutic alliance is 
a predictor o f outcome in all treatments (e.g. Horvarth and Symonds, 1991).
Research question 3: counsellor variables and change
Of the counsellor variables analysed age, but not years of experience, was consistently 
significantly related to degree of change as measured by the GSI but not the GHQ. 
Consistent with findings reported in the psychotherapy literature by Beck (1988), this 
relationship showed improved outcomes among clients attending older counsellors. It is 
interesting to note, however, that, unlike the psychotherapy situation where age and years 
of professional experience correlate and confound, counselling continues to attract 
individuals from a range of age groups, with many counsellors having pursued alternative 
earlier careers. It is quite consistent with this observation, then, that while age o f the 
counsellor did emerge as a significant predictive factor, years of counsellor experience 
did not. Stein and Lambert (1995) who reported a modest effect size favouring the more 
trained or experienced therapists, acknowledged that this was confounded by the more 
experienced therapist typically being older, more mature and with a broader range o f life 
experience. Consistent with Stein and Lambert’s results, while age, counselling training 
and experience are not as closely related in this population, the relationship between 
counsellor age and outcome in this study may reflect the effect o f life’s experience or 
perhaps the client’s perception of the older counsellor as more prestigious or
knowledgeable.
Combined analvses
While separate analyses of the client, process and counsellor variables suggested that a 
number of factors are related to change, the combined analyses clarified this. The 
strongest predictors o f degree o f change on the GSI were pre-counselling distress level
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(PSDI), employment status, appropriateness of referral, and counsellor age. Each was 
significantly and independently related to degree of change, suggesting that higher 
presenting levels of distress, being in employment, being judged appropriately referred 
and being seen by an older counsellor optimise counselling outcomes. When the GHQ 
was used as the dependent variable only pre-counselling GSI and appropriateness were 
weakly related to change. It is, perhaps, unsurprising that the GSI should be more 
sensitive to the influence of these factors than the GHQ since the latter instrument 
assesses a narrower range of symptoms.
Research question 4: clinical outcome
Analyses of factors influencing the degree o f post-counselling change identified several 
variables consistently associated either with outcome variance, or predictive of outcome 
groupings. However, as argued in the introduction, such outcomes, while clearly related 
to the dynamics o f change, do not readily translate into clinically meaningful transitions. 
By including clinical caseness as a grouping variable, initial discriminant analyses of 
client factors clearly identified lower levels o f measured presenting distress (PST), 
female gender and younger age as predictive of case to non-case transitions. Combining 
client, process and counsellor variables, pre-counselling level of distress (PST), 
appropriateness of referral and counsellors age were the best predictors o f clinical change. 
It would appear, then, that client age and sex interrelate strongly with process variables.
Consistently, however, those with lower pre-counselling levels of distress within the 
clinical range were most likely to become a non-case following counselling. This is 
apparently contrary to the earlier section on change scores but is explainable and 
consistent with the literature. In examining change scores, either the whole study sample, 
or those who changed most and least, were examined. In the analyses o f clinical change 
however, those with a sub-clinical presenting level of distress are excluded, leaving only 
those scoring in the clinical range. Thus the correlations seen when the very low scorers 
are included are lost. Within the clinical range the highest scorers were less likely to 
move to non-clinical status, and they were also changing less than the lower clinical
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scorers. The clinical shift, therefore, is not primarily an artefact o f the lower clinical 
scores being closer to the threshold, and is consistent with the literature which indicates 
that the less sick patient is more likely to make clinical improvement (Barkham, 1996).
In comparing the analyses of change scores and the analyses of clinical change, the 
predictive impact of pre-counselling level of distress appears contradictory. On the one 
hand, higher levels o f pre-counselling distress are associated with greater positive change 
overall (as indexed by change scores). On the other hand, lower levels o f distress (within 
the clinical range) appear predictive o f case to non-case transitions. This apparent 
paradox, however, is both logical and consistent with the psychotherapy literature. As 
suggested by Mintz and Kiesler (1982) gain scores (i.e. change scores) might be 
expected to be influenced by pre-treatment status, with the higher initial levels of distress 
offering greater opportunity to show improvement. Conversely, within the clinical ‘case’ 
group, those with lower clinical scores are probably more amenable to a positive 
therapeutic influence, and are consequently more likely to show clinical improvement, a 
view supported by Barkham (1996) and Luborsky (1993).
Emplovment
The results also show employment status to be robustly related to degree of change. 
These results are interesting, as there has been little previous work on the relationship 
between employment status and therapeutic improvement, with the psychotherapy 
outcome literature often biased towards the younger, white, employed population. There 
is, however, considerable evidence of increased psychological distress in the unemployed, 
and that gaining employment reduces this level of distress (Bolton and Oatley, 1987; 
Graetz, 1993; Layton, 1986; Morrell et al, 1994; Payne and Jones, 1987). The present 
results would suggest, then, that not only might employment status be related to mental 
health and levels of distress, but also to the degree of change which can be achieved with 
short-term counselling. This is the case even when presenting levels of distress are 
controlled for. It should also be noted that the definition of employment in this study 
included those in voluntary work, suggesting that the impact o f employment status on
192
improvement may not operate exclusively through income and standard of living per se, 
but may instead reflect the benefits of meaningful work, perhaps through the latent rather 
than manifest consequences as suggested by Jahoda (1979). It should be noted, however, 
that employment failed to predict clinical (case to non-case) change.
The studv
Designed to minimise service disruption while collecting credible research data, the 
present study could certainly have benefited from a greater range of assessments, 
particularly of therapeutic alliance and co-morbidity. Additional clinical information, 
particularly history of contact with mental health services would also have enhanced the 
analyses, while more detailed demographic data, including length of unemployment and 
family structure and support would have been valuable.
The limited analysis of counsellor factors was determined, in part, by the relatively small 
number of counsellors (n = 11), and by the inclusion of only 1 man. Given both the 
growing interest in counselling outcome research, and the successful execution of the 
present study, broader collaborative field studies would seem an appropriate ambition for 
the future. Refinement of the methodology to allow a more detailed examination of the 
therapeutic alliance and employment could be particularly fruitful.
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Summary
In a study of clients serially referred into an NHS primary care counselling service, client 
profiles were consistent with elevated psychological distress (relative to the host 
population), and showed considerable variability in post-counselling change scores.
Variations in the magnitude of post-counselling change on measures o f psychological 
distress were most consistently influenced by:
• Higher levels of pre-counselling distress
• Employment status
• Counsellor rated appropriateness of referral
• Counsellor age
Clinical improvements (i.e. changes from case to non-case status post-counselling) were 
most influenced by
• Lower levels of pre-counselling distress (within the ‘case’ range)
• Counsellor rated appropriateness of referral
• Counsellor age
Overall, the study indicates the value of formal psychological assessment pre-counselling, 
and clearly indicates that knowledge of client factors, together with an awareness of 
factors contributing to the therapeutic alliance, can appropriately influence expectations 
o f counselling outcome.
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abstract
c o g n i t i v e  th e r a p y  was com pared w ith  R e l a x a t i o n  th e r a p y  
f o r  s u b j e c t i v e  in s o m n ia .  S u b j e c t s  were v o l u n t e e r s  
s e l e c t e d  from  th e  com m unity. S l e e p  d ia r y  d a ta  was 
o b t a in e d  f o r  t e n  s u b j e c t s  in  th e  c o g n i t i v e  group and  
n in e  s u b j e c t s  i n  t h e  r e l a x a t i o n  group o v e r  a  
p r e - th e r a p y  b a s e l i n e  w eek , and f i v e  th e r a p y  w eek s ,  
p s y c h o l o g i c a l  m easu res  were a l s o  ta k e n  p re  and
p o s t - t h e r a p y .
J
R ep ea ted  m ea su res  a n a l y s e s  o f  v a r ia n c e  showed  
s i g n i f i c a n t  im provem ent in  s l e e p  o v e r  th e r a p y  
There was an i n c r e a s e  i n  t o t a l  s l e e p  t im e  and q u a l i t y  
o f  s l e e p ,  and a r e d u c t i o n  in  s l e e p  o n s e t  l a t e n c y ,  
r a t e d  d i f f i c u l t y  in  g e t t i n g  t o  s l e e p ,  e s t i m a t e d  number 
o f  aw ak en in gs  and p r e - s l e e p  th o u g h t  a c t i v i t y .  There  
no s i g n i f i c a n t  d i f f e r e n c e  b e tw een  t h e  th e r a p y  
g rou p s  on any m ea su re .  The f o l l o w  up d a ta  s u g g e s t
t h a t  t h i s  im provem ent i s  m a in t a in e d  a t  l e a s t  f o r  one
month. T h ere  was a l s o  a s i g n i f i c a n t  r e d u c t i o n  in
a n x i e t y  from p re  t o  p o s t - t h e r a p y ,  t h i s  d id
c o r r e l a t e  w ith  im provem ent in  s l e e p  o n s e t  l a t e n c y
a g a in  t h e r e  was no d i f f e r e n c e  b e tw een  t h e  g r o u p s .  
These r e s u l t s  a r e  c o n s i s t e n t  w ith  t h e  c o g n i t i v e  
h y p e r a c t i v i t y  t h e o r y  o f  in s o m n ia ,  and t h i s  i s
d i s c u s s e d  w i t h in  t h e  framework o f  th e  two co m p etin g  
h y p e r a c t i v i t y  t h e o r i e s ,  t h e s e  a r e :  a )  p h y s i o l o g i c a l ;
and b) c o g n i t i v e .
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INTRODUCTION
in so m n ia  i s  one o f  th e  commonest c o m p la in t s
e n c o u n t e r e d  in  m e d ic a l  p r a c t i c e .  I t  i s  e s t i m a t e d  t h a t  
b e tw e e n  15% and 45% o f  t h e  a d u l t  p o p u l a t i o n  h a s  a 
s l e e p  problem  ( B a l t e r  & B auer, 1 975;  K a le s  e t . a l . ,  
1974;. K aracan , 1976; K r u p in sk i  & S t o l l e r , 1971; ) .  
S e v e r a l  s t u d i e s  have  s u g g e s t e d  t h a t  th e  number o f  
p e o p le  in  t h e  U .S .  who co m p la in  o f  in so m n ia ,  may w e l l  
be in  t h e  m i l l i o n s  (Hammond,1 97 4 ;  K a le s  e t . a l . ,1 9 7 4 ;  
Karacan e t . a l . ,1 9 7 6 ;  Rayburn & D e t r e ,  1 9 6 9 ) .  A lth o u g h  
t h e r e  a r e  few B r i t i s h  d em ographic  s t u d i e s  o f  s l e e p ,  
t h e  r e s u l t s  o f  a su r v e y  o f  2 ,4 4 6  p e o p le  in  S c o t la n d  
(McGhie & R u s s e l ,  1 9 6 2 ) ,  c l o s e l y  r e se m b le  t h o s e  o f  t h e  
l a r g e r  U .S .  s t u d i e s  such a s  K a r a c a n 's .  In a l l  s t u d i e s  
t h e  p r e v a le n c e  o f  s l e e p  c o m p la in t s  i n c r e a s e s  w ith  a g e  
and i s  a lm o s t  t w i c e  a s  common in  women th a n  men. Most 
s u r v e y s  t h e r e f o r e ,  have  sam p led  t h e  a d u l t  p o p u l a t i o n ,  
b u t  in so m n ia  i s  by no means e x c l u s i v e l y  a prob lem  o f  
a d u lth o o d .  i n  a s u r v e y  o f  639 s c h o o l  c h i l d r e n ,  12% 
had a c h r o n ic  s l e e p  p rob lem  and a f u r t h e r  37% an 
o c c a s i o n a l  p rob lem , and 20% o f  t h e s e  e a r l y  a d o l e s c e n t s  
were a lr e a d y  t a k in g  h y p n o t ic  m e d ic a t io n  ( P r i c e  e t . a l . ,  
1 9 7 8 ) .  in  1976 a l o n e ,  t h e r e  w ere 27 m i l l i o n  
p r e s c r i p t i o n s  f o r  h y p n o t i c s  in  t h e  U .S . ( I n s t i t u t e  o f  
M ed ic in e  , 1 9 7 9 ) .  In an O xford  s tu d y  t h e  f o l l o w i n g
y e a r ,  Skegg r e p o r t e d  t h a t  one f i f t h  o f  t h e  t o t a l  
p r e s c r i p t i o n s  w r i t t e n  by G .Ps had b een  f o r  
p s y c h o t r o p h ic  d r u g s .  In  a d d i t i o n ,  25% o f  f e m a le s  a g e d  
b etw een  4 5 -59  y e a r s  l e f t  t h e i r  G .P s .  o f f i c e  w ith  a
p r e s c r i p t i o n  f o r  a s e d a t i v e  or  h y p n o t ic  drug (S kegg  
e t . a l . ,  1 9 7 7 ) .
We s l e e p  one t h i r d  o f  our l i v e s  and we know t h a t  
a d e q u a te  s l e e p  i s  n e c e s s a r y  f o r  t i s s u e  r e s t o r a t i o n  
(O sw ald , 1 9 8 2 ) ,  mood r e g u l a t i o n  (Friedm an e t . a l . ,
1 973;  Kramer, 1 9 7 6 ) ,  memory c o n s o l i d a t i o n  ( T i l l e y  & 
Empsom, 1980) and o p t im a l  p sychom otor  p erform an ce  
(Taub, 1 978;  P o u l t o n  e t . a l . ,  1 9 7 8 ) ,  and t h e r e  i s  
e v id e n c e  t h a t  t h e  c o m p la in t  o f  poor  s l e e p  i s  an 
, im p o r ta n t  m o r t a l i t y  r i s k  f a c t o r  (Hammond & G a r f i n k e l ,  
1 9 6 9 ) .  D e s p i t e  t h i s ,  we rem ain  a c u t e l y  i g n o r a n t  o f
t h e  m echanism s o f  poor  s l e e p  and h ave  few  s u c c e s s f u l  
t r e a t m e n t s  w hich  w i l l  r e s t o r e  d i s t u r b e d  s l e e p  to  i t s  
n a t u r a l  c o n d i t i o n .  H y p n o tic  and s e d a t i v e  d ru gs  rem ain  
th e  f i r s t  and o f t e n  t h e  s o l e  r e s o u r c e  f o r  t h e  
t r e a tm e n t  o f  in so m n ia  in  W estern  c u l t u r e s .  S e v e n ty  
f i v e  p e r c e n t  o f  p e o p le  who co m p la in  o f  in so m n ia  w i l l  
have u se d  h y p n o t i c s  a t  some t im e  o r  a n o th e r  (K a le s  
e t . a l . ,  1 9 8 3 ) .  T h is  rem a in s  t h e  c a s e ,  d e s p i t e  t h e
many u n d e s i r a b l e  s i d e  e f f e c t s  such a s  d ep en d en cy  w ith  
t o l e r a n c e  and w ith d r a w a l symptoms , d y s - s o m n ia ,  s e l f  
p o i s o n i n g ,  c h a n g e s  in  p e r c e p t u a l - m o t o r  c o - o r d i n a t i o n ,  
mood c h a n g e s ,  h e a d a c h e ,  v e r t i g o ,  dry mouth, g a s t r i c  
d i s t u r b a n c e s  and  m ild  p a r e s t h e s i a s  ( K o e l l a ,  1 9 8 0 ) .  I t  
had been  hoped  t h a t  w ith  t h e  i n t r o d u c t i o n  o f  t h e  
B e n z o d ia z e p in e s  in  t h e  I 9 6 0 ' s  we w ould  w i t n e s s  t h e  
r e v o l u t i o n  o f  th e  s a f e  and e f f e c t i v e  h y p n o t i c ,
u n f o r t u n a t e l y  th e  B e n z o d ia z e p in e s  must now f o l l o w  
t h e i r  p r e d e c e s s o r s ,  a s  t h e r e  i s  i n c r e a s i n g  e v id e n c e
t h a t  th e y  a r e  n e i t h e r  s a f e  nor e f f e c t i v e  in  t h e  lo n g  
term  { K o e l la ,  1 9 8 0 ) .  The m ost fu n d a m en ta l  c r i t i c i s m  
t h a t  one can  make o f  p r a c t i c a l l y  a l l  o f  t h e  p r e s e n t l y  
a v a i l a b l e  h y p n o t i c s ,  i s  t h a t  t h e y  a r e  u n a b le  t o  
prod u ce  and m a in ta in  a s l e e p  w hich  i s  com p arab le  t o
n a t u r a l  s l e e p .  A lth ough  m ost h y p n o t i c s  do produce an
i n i t i a l  r e d u c t i o n  in  s l e e p  o n s e t  l a t e n c y  w ith
r e d u c t io n  in  i n t e r m i t t e n t  a w a k en in g s  and an i n c r e a s e d  
t o t a l  s l e e p  t im e .  They a l s o  h o w ev er ,  r e d u c e  s lo w  wave 
s l e e p ,  in  w hich  t h e  grow th hormone s p u r t  o c c u r s  » * ic h  
p rom otes  t h e  r e s t o r a t i v e  p r o c e s s ,  and t h e y  r e d u c e  REM 
s l e e p  w hich  i s  f u n c t i o n a l  in  memory c o n s o l i d a t i o n ,  and  
i n s t e a d  fa v o u r  t h e  l i g h t  s l e e p  of. s t a g e s  1 & 2 .  W ith  
lo n g  t r e a tm e n t  r e g im e s  t h e s e  s i d e  e f f e c t s  c a n n o t  be
t o l e r a t e d .  With t h e  b a r b i t u r a t e s  and t o  a l e s s e r  
e x t e n t  th e  newer h y p n o t i c s ,  t h e r e  i s  a t y p i c a l  
d e v e lo p m e n t  o f  t o l e r a n c e ,  a drop in  p o te n c y  and 
e f f i c a c y  and c o n t in u e d  u se  or  a b u s e .  D e s p i t e  t h i s  
l o s s  o f  e f f i c a c y  and t h e  numerous s i d e  e f f e c t s ,  
d o c t o r s  c o n t in u e  e n t h u s i a s t i c a l l y  t o  r e sp o n d  t o  t h e  
v a s t  numbers o f  c o m p la in t s  o f  p o o r  s l e e p  w ith  an  
h y p n o t ic  p r e s c r i p t i o n .  Once h y p n o t i c s  h ave  b een  
p r e s c r i b e d  i t  i s  v e r y  - l i k e l y  t h a t  a l a r g e  p r o p o r t io n  
■ o f  p e o p le  w i l l  c o n t in u e  w ith  lo n g  term  u s e .  Even  
a lth o u g h  t h e s e  d rugs l o s e  t h e i r  e f f e c t  in  a m a tte r  o f  
w eek s ,  in  a s tu d y  in  M a n ch ester  32% o f  p e o p le  w ere  
s t i l l  t a k in g  h y p n o t i c s  one y e a r  a f t e r  th e y  had b een  
g i v e n  t h e  i n i t i a l  p r e s c r i p t i o n  ( C l i f t ,  1 9 7 2 ) .  In any  
a tte m p t  t o  s to p  t a k in g  t h e s e  d r u g s ,  f o l l o w i n g  t h e  
d e v e lo p e m e n t  o f  d ep e n d e n c y ,  one must be a b l e  t o
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w it h s t a n d  t h e  o f t e n  s e v e r e  w ith d r a w a l  symptoms. With  
b a r b i t u r a t e s  and m eth a q u a lo n e ,  t h e s e  may i n c l u a e  
a n x i e t y ,  i r r i t a t i o n ,  in s o m n ia ,  h y p e r f l e x i a ,
b le p h a r o sp a sm , t a c h y c a r d i a ,  h y p e r th e r m ia ,  n a u se a ,  
v o m it in g  and abdom inal cram ps. D uring b a r b i t u r a t e  
w ith d r a w a l 7 5 % o f  p e o p le  a l s o  s u f f e r  c o n v u l s i o n s  
(E sk en a zy  & S ta m a te ,  1 9 7 1 ) .  The w ith d r a w a l  
sym p tom ato logy  a f t e r  c h r o n ic  a b / u s e  o f  a t  l e a s t  some 
o f  th e  b e n z o d i a z e p i n e s ,  i s  s a id  t o  be n o t  u n l i k e  t h e  
on e  o b s e r v e d  a f t e r  b a r b i t u r a t e s  ( H o l l i s t e r  e t . a l . ,  
1 9 6 1 ; p e t u r s s o n  & L ad er , 1 9 8 1 ) .  G iv e n  th e  e v id e n c e  o f  
d ep en d en cy ,  t o l e r a n c e  and  s e v e r e  w ith d r a w a l  symptoms, 
i t  i s  s u r p r i s i n g ,  n o t  o n ly  t h a t  d o c t o r s  so  r e a d i l y  
c o n t in u e  t o  p r e s c r i b e ,  b u t  a l s o  t h a t  70% o f  th e  
p r e s c r i p t i o n s  w r i t t e n  f o r  s e d a t i v e  and h y p n o t ic  drugs  
a r e  a c t u a l l y  w r i t t e n  by th e  r e c e p t i o n i s t ,  w i t h o u t  
d o c t o r - p a t i e n t  c o n t a c t  a t  a l l  (F r e e d ,  1 9 7 6 ) .
Over t h e  l a s t  15 y e a r s  t h e r e  h a s  been  a g r a d u a l  
e r o s i o n  o f  t h e  m e d ic a l ,  d i s e a s e  m odel o f  in so m n ia .  
There i s  an i n c r e a s i n g  i n t e r e s t  in  t h e  d e v e lo p m e n t  o f  
more a c c c e p t a b l e ,  l e s s  d e b i l i t a t i n g  a l t e r n a t i v e s  t o  
pharm acotherapy f o r  t h e '  t r e a tm e n t  o f  d i s t u r b e d  s l e e p .  
P s y c h o lo g y  h a s  worked toward!s d e v e lo p in g  an e f f e c t i v e  
th e r a p y  in  p a r a l l e l  w ith  t h o s e  d i s c i p l i n e s  
e n d e a v o u r in g  to  u n c o v e r  th e  m echanism  and n a tu r e  o f  
d i s t u r b e d  s l e e p .  As t h e  t h e o r i e s  o f  poor s l e e p  have  
ch an ged  and ad van ced  s i n c e  t h e  mid 6 0 ' s ,  so  a l s o  h a s  
t h e  p o t e n t i a l  f o c u s  o f  t h e r a p y .  Any d e s c r i p t i o n  
t h e r e f o r e ,  which in t e n d s  t o  prom ote  an u n d e r s ta n d in g
o f  t h e  t h e r a p y ,  m ust a l s o  a t t e n d  t o  t h e  t h e o r y  from  
which i t  i s  d e r i v e d .  For t h e s e  r e a s o n s  and t o  l a y  a 
s o l i d  b a se  f o r  t h e  r a t i o n a l e  o f  t h e  th e r a p y  e v a l u a t e d  
in  t h i s  s t u d y ,  I  w i l l  f i r s t l y  d e s c r i b e  t h e  d e v e lo p m e n t  
o f  t h e  t h e o r i e s  o f  poor s l e e p  and t h e n  go on to  
d i s c u s s  t h e  p r e s e n t  t h e r a p i e s .  The n e c e s s i t y  f o r  t h e  
p r e s e n t  s tu d y  sh o u ld  become s e l f  e v i d e n t  on r e a d in g  
t h e  p r o c e e d in g  c h a p t e r .
THEORIES OF POOR SLEEP
Many t h e o r i e s  h ave  b een  a d v a n ced  t o  e x p l a i n  i d i o p a t h i c  
in so m n ia .  The two w hich  h a v e  m ost i n f l u e n c e d  t h e  
d e v e lo p m e n t  o f  th e r a p y  o v e r  t h e  l a s t  20 y e a r s  a r e  t h e  
h y p e r a r o u s a l  t h e o r i e s .  T hese  s u g g e s t  t h a t  in so m n ia c s  
a r e  e i t h e r  p h y s i o l o g i c a l l y  , or  c o g n i t i v e l y
h y p e r a r o u s e d ,  r e l a t i v e  t o  normal or  good s l e e p e r s .
PHYSIOLOGICAL THEORY
The p h y s i o l o g i c a l  th e o r y  o f  in so m n ia  i s  b a se d  l a r g e l y  
on th e  work o f  Monroe ( 1 9 6 7 ) .  T h is  e a r l y  work l a i d  
t h e  f o u n d a t io n s  f o r  t h e  s u r g e  o f  i n v e s t i g a t i o n s  i n t o  
t h e  d i s t i n g u i s h i n g  p h y s i o l o g i c a l  c h a r a c t e r i s t i c s  o f  
p o o r  s l e e p e r s .  In  an a l l  n ig h t  p o ly so m n o g r a p h ic  
s t u d y ,  Monroe d e m o n str a te d  t h a t  s e l f  d e f i n e d  poor  
s l e e p e r s  had a s i g n i f i c a n t l y  h ig h e r  l e v e l  o f  
p h y s i o l o g i c a l  a c t i v i t y  th a n  good s l e e p e r s .  T h is  was 
t h e  c a s e  on a number o f  l a b o r a t o r y  r e c o r d e d  m e a su r e s ,  
b o th  p r i o r  t o  and d u r in g  s l e e p .  The i n d i c e s  o f  ANS 
a r o u s a l  w hich were r e p o r t e d  a s  h ig h e r  in  t h e  p o o r  
s l e e p e r  g rou p , i n c lu d e  f e c t a l  t e m p e r a tu r e ,  p h a s i c  va so  
c o n s t r i c t i o n ,  h e a r t  r a t e ,  p u l s e  volume and b a s a l  s k in  
r e s i s t a n c e .  I n  a d d i t i o n  t o  t h e s e  p h y s i o l o g i c a l  
d i f f e r e n c e s ,  Monroe a l s o  q u o t e s  p s y c h o l o g i c a l  
d i f f e r e n c e s  b etw een  th e  g r o u p s ,  and d e s c r i b e s  poor  
s l e e p e r s  a s  s u f f e r i n g  g r e a t e r  p s y c h o p a t h o lo g y  th a n  
good  s l e e p e r s .  B ased  on t h e  r e s u l t s  o f  t h e  MMPI and  
t h e  CMI, p o o r  s l e e p e r s  s c o r e d  s i g n i f i c a n t l y  h i g h e r
on 6 o f  t h e  9 c l i n i c a l  s c a l e s  o f  t h e  MMPI and on both  
s c a l e s  o f  t h e  CMI. Through i n t e r p r e t a t i o n  o f  t h e
r e s u l t s  o f  t h i s  s tu d y ,  i t  was s u g g e s t e d  t h a t  t h e  
g e n e r a l  p s y c h o p a th o lo g y  o f  poor s l e e p e r s  was 
a s s o c i a t e d  w ith  i n c r e a s e d  CNS a c t i v i t y ,  r e s u l t i n g  i n
d e la y e d  s l e e p  o n s e t  l a t e n c y  and g e n e r a l  d i s r u p t i o n  o f  
s l e e p .  A lth ough  M onroe*s r e s u l t s  h ave  b een  im p o r ta n t  
in  t h e  d ev e lo p m e n t  o f  t h e  p h y s i o l o g i c a l  e x p l a n a t i o n  o f  
p oor  s l e e p ,  upon which s u c c e s s f u l  t h e r a p i e s  have  b een  
b a s e d ,  c a r e f u l  e x a m in a t io n  o f  h i s  r e s u l t s  and t h o s e  o f  
su b se q u e n t  s t u d i e s ,  p r e s e n t  a l e s s  th a n  c o n s i s t e n t  
p i c t u r e .  On e x a m in a t io n  o f  M o n ro e 's  f i g u r e s  one can
s e e  t h a t  t h e  group  d i f f e r e n c e s  were s m a l l  and t h e
s i g n i f i c a n t  l e v e l s  a c h i e v e d  f o r  t h e  group  d i f f e r e n c e s  
d u r in g  t o t a l  s l e e p ,  were no b e t t e r  th a n  . 0 2 ,  ^ and .1  
l e v e l s  a r e  o c c a s i o n a l l y  q u o te d .  In  a d d i t i o n  he  
p r e s e n t e d  t h e  raw MMPI s c o r e s  w i t h o u t  t h e  K 
c o r r e c t i o n ,  a v a l i d i t y  s c a l e  a p p l i c a b l e  t o  5 c l i n i c a l  
s c a l e s ,  and must t h e r e f o r e  ad m it  t o  t h e  p o s s i b i l i t y  o f  
d i s t o r t i o n  o f  t h e  i n d i v i d u a l  s c o r e s  and t h e  a p p a r e n t
group d i f f e r e n c e s .  In d e e d ,  h e  r e p o r t s  a s i g n i f i c a n t  
group d i f f e r e n c e  on th e  K s c a l e ,  w ith  t h e  g o o d  s l e e p e r  
group (GSG) s c o r i n g  s i g n i f i c a n t l y  h ig h e r  th a n  t h e  p oor  
s l e e p e r  group (PSG) . T h is  i n d i c a t e s  t h a t  t h e  GSG may 
be p r e s e n t i n g  a more normal p r o f i l e ,  e i t h e r  th rou gh  
d e f e n s i v e n e s s  or  d i s t o r t i o n .  S u b se q u e n t  s t u d i e s  w hich  
have em ployed  t h e  MMPI have r e p o r t e d  g r e a t  v a r i a t i o n ,  
w ith  s i g n i f i c a n t  d i f f e r e n c e s  on s e v e n  o f  t h e  MMPI
s c a l e s  ( E le n e w s k i ,  1 9 7 9 ) ,  t o  a s  few  a s  one ( P i c c i o n e
e t . a l . , 1981) or  z e r o  (Tomeny, u n p u b l i s h e d
m a n u s c r ip t ) ,  when T s c o r e s  w ith  K c o r r e c t i o n  were  
r e p o r t e d .  C l e a r l y ,  i f  p s y c h o l o g i c a l  f a c t o r s  a r e  
r e l a t e d  t o  i n c r e a s e d  CNS a c t i v i t y  in  poor s l e e p e r s ,  a s  
s u g g e s t e d  by Monroe, th e  d i f f e r e n c e  i s  u n l i k e l y  t o  be 
e x p la in e d  in  term s o f  i n c r e a s e d  g e n e r a l  
p s y c h o p a t h o lo g y .  The p s y c h o l o g i c a l  p r o f i l e  o f  poor  
s l e e p e r s  which h a s  em erged oveir r e c e n t  y e a r s  i s  
s u p p o r t iv e  o f  an a l t e r n a t i v e  t h e o r y  f o r  p o o r  s l e e p .  
T h is  w i l l  be more a p p r o p r i a t e l y  d i s c u s s e d  l a t e r  in  
t h i s  c h a p te r  w h i l e  r e v ie w in g  t h e  C o g n i t iv e  t h e o r y  o f  
p o o r  s l e e p .
S t u d ie s  w hich  h ave  a t te m p te d  t o  r e p l i c a t e  o r  f u r t h e r  
i n v e s t i g a t e  M o n ro e 's  f i n d i n g s  o f  p h y s i o l o g i c a l  
h y p e r a c t i v i t y  in  poor s l e e p e r s  h ave  p ro d u ced  
c o n f l i c t i n g  r e s u l t s .  Joh n s  e t . a l . ( 1 9 7 1 ) ,  r e p o r t  
e l e v a t e d  a d r e n o c o r t i c a l  l e v e l s  a s s o c i a t e d  w ith  
p s y c h o l o g i c a l  s t r e s s ,  in  a group o f  s l e e p  d i s t u r b e d  
m e d ic a l  s t u d e n t s  compared t o  good s l e e p e r s .  They d id  
n o t  i n t e r p r e t  t h i s  a s  a c a u s a l  r e l a t i o n s h i p ,  but  
s u g g e s t e d  t h a t  both  s l e e p  d i s t u r b a n c e  and  
a d r e n o c o r t i c a l  a c t i v i t y  a r e  r e l a t e d  t o  a t h i r d  
p a ra m eter  o f  d e g r e e  o f  CNS a c t i v i t y .  They f a i l e d  in  
t h i s  s tu d y  h o w ev er ,  t o  r e p l i c a t e  M onroe' s (19 67)  
r e c t a l  t e m p e r a tu r e  d i f f e r e n c e s .  A f u r t h e r  s tu d y  w hich  
m easured c o r t i c o s t e r o i d  l e v e l s  in  c h r o n ic  in s o m n ia c s ,  
who were n o t  under exam s t r e s s ,  a s  were Jo h n s  e t . a l . ,  
found  no d i f f e r e n c e s  b etw een  t h e s e  s u b j e c t s  and normal 
s l e e p e r s  (F r a n k e l  e t . a l . , 1 9 7 3 ) .  S i m i l a r l y ,  no 
d i f f e r e n c e s  w ere fou nd  in  s k in  c o n d u c ta n c e  and h e a r t
r a t e  b etw een  in so m n ia c s  and good s l e e p e r s  d u r in g  
d a y t im e  naps (S lam a, c f .  B o r k o v e c ,  1 9 7 9 ) .  West 
e t . a l . ( 1977)  fou n d  in s o m n ia c s  h e a r t  r a t e  t o  d e c l i n e  
l e s s  r a p id ly  d u r in g  th e  n ig h t  th a n  good s l e e p e r s ,  b u t  
d id  not f i n d  any EMG d i f f e r e n c e s .  H owever, a s  ANS 
a c t i v i t y  d e c r e a s e s  d u r in g  s l e e p  t h e s e  group  
d i f f e r e n c e s  c o u ld  be a c c o u n te d  f o r  by th e  more rap '  
r e d u c t io n  in  good  s l e e p e r s  due t o  th e  s h o r t e r  s l e e p  
o n s e t  l a t e n c i e s .  In  more r e c e n t  s t u d i e s ,  Adam and 
Tomeny ( 1 9 8 2 ) ,  r e p o r t  h ig h e r  d a y t im e  t e m p e r a tu r e s  i n  
s e l f  d e f in e d  poor  s l e e p e r s  th a n  good  s l e e p e r s ,  b u t  d id  
n o t  f i n d  any d i f f e r e n c e s  in  h e a r t  r a t e  by day o r  by 
n i g h t .  Freedman and S a t t l e r  ( 1 9 8 2 ) ,  a l s o  r e p o r t
te m p e r a tu r e  d i f f e r e n c e s  b e tw een  good  and p oor  s l e e p e r s  
w h i le  awake, in  a d d i t i o n  t o  h ig h e r  EMG and h e a r t  r a t e ,  
b u t  no d i f f e r e n c e s  in  s k in  c o n d u c ta n c e  o r  r a t e  o f  
p e r i p h e r a l  v a s o c o n s t r i c t i o n s ,  and  no d i f f e r e n c e  a t  a l l
d u r in g  s l e e p .
L im ite d  c o n c l u s i o n s  can be drawn from t h e  ab ov  
l i t e r a t u r e ,  which e x a m in e s  t h e  p h y s i o l o g i c a l  
d i f f e r e n c e s  b etw een  good and poor s l e e p e r s .  A lth o  g 
t h e r e  i s  some i n d i c a t i o n  t h a t  good and poor  s l e e p e r s  
d i f f e r  on a t  l e a s t  some p h y s i o l o g i c a l  i n d i c e s ,  t h e  
e v id e n c e  i s  i n c o n s i s t e n t  and i n c o n c l u s i v e .  In  
a d d i t i o n ,  t h e  m e d ia t io n a l  r o l e  o f  p h y s i o l o g i c a l  
h y p e r a c t i v i t y  on  poor s l e e p  can  be q u e s t i o n e d ,  by 
draw ing on c o r r e l a t i o n a l  s t u d i e s .  For e x a m p le ,  t h o s e  
which exam ine th e  c o r r e l a t i o n  b e tw een  p h y s i o l o g i c a l  
m easures  and s p e c i f i c  s l e e p  d i s t u r b a n c e ,  or  b e tw e e n
ch a n g e  in  p h y s i o l o g i c a l  p a r a m e te r s  and s l e e p  
im provem ent. N e i t h e r  a r e a  can l e n d  s u p p o r t  t o  t h e  
t h e o r y  o f  p h y s i o l o g i c a l  h y p e r a r o u s a l  in  t h e  
m e d ia t io n a l  r o l e  o f  s l e e p  d i s t u r b a n c e .  No c o r r e l a t i o n  
h as  been  fo u n d  b e tw een  p h y s i o l o g i c a l  a r o u s a l  a s  
m easured  by h e a r t  r a t e  and EMG, and s l e e p  o n s e t  
l a t e n c y  (Browman & T e p a s ,1 9 7 6 ;  G o o d ,1975; Haynes
e t . a l . , 1 9 7 4 ;  Freedman & p a p s d o r f ,19  7 6 ) .  In  a d d i t i o n ,  
m a n ip u la t io n  o f  p r e - s l e e p  p h y s i o l o g i c a l  a c t i v i t y
th rou gh  p h y s i c a l  e x e r t i o n ,  h as  b een  shown t o  be 
u n r e l a t e d  t o  s u b s e q u e n t  s l e e p  o n s e t  l a t e n c y  (K a u r i ,  
1 9 6 8 ) .  S e c o n d ly ,  no s i g n i f i c a n t  c o r r e l a t i o n  h a s  b een  
fou nd  b e tw e e n  s u b j e c t i v e  or o b j e c t i v e  s l e e p  
im provem ent and ch a n g e  in  p h y s i o l o g i c a l  m e a su r e s ,
in c l u d i n g  h e a r t  r a t e ,  EMG and r e s p i r a t i o n  r a t e
(B o rk o v ec  & F o w le s ,1 9 7 3 ;  B ork ovec  e t . a l . , 1979;  C ou rsey  
e t . a l . , 1980;  Freedman & P a p s d o r f ,1 9 7 6  ; Haynes
e t . a l' .  , 1 9 7 7 ;  H a u r i ,1 9 8 1 ;  L ic k  & H e f f e r , 1 9 7 7 ;  Haynes
e t . a l . , 1 9 7 4 ) .
The t h r e e  main t y p e s  o f  s tu d y  which a r e  r e v ie w e d  
a b o v e ,  exam ine t h e  d i f f e r e n c e s  b e tw een  good  and p oor  
s l e e p e r s ,  t h e  r e l a t i o n s h i p  b etw een  p h y s i o l o g i c a l  
m easures  and poor s l e e p  and t h e  r e l a t i o n s h i p  b etw een  
s l e e p  im provem ent and ch an ge in  p h y s i o l o g i c a l  
m e a su r e s .  The r e s u l t s  o f  t h e s e  s t u d i e s  q u e s t i o n  t h e
m e d ia t io n a l  r o l e  o f  p h y s i o l o g i c a l  h y p e r a r o u s a l  in  
s l e e p  d i s t u r b a n c e  and l e a v e  t h e  p h y s i o l o g i c a l  t h e o r y  
on shaky g rou n d . N e v e r t h e l e s s ,  th e  d e v e lo p m e n t  o f  
s u c c e s s f u l  t h e r a p i e s  f o r  p oor  s l e e p  o v e r  th e  l a s t  20
y e a r s ,  h a v e  b een  b a se d  f ir m ly  upon t h i s  t h e o r y .
B e fo r e  d i s c u s s i n g  th e  t h e r a p i e s  w hich  h ave d e v e lo p e d  
o u t  o f  t h i s  t h e o r y  and t h e  p o s s i b l e  m echanism s through  
which t h e y  produce c h a n g e ,  I  w i l l  d e s c r i b e  an 
a l t e r n a t i v e  h y p o t h e s i s  t o  th e  a b o v e ,  a s  t h i s  w i l l  h e lp  
t o  e x p l a i n  t h e  a p p a r e n t  paradox o f  a s u c c e s s f u l
th e r a p y  b a se d  on an i n c o n c l u s i v e  t h e o r y .
COGNITIVE THEORY
S e v e r a l  l i n e s  o f  e v id e n c e  s u g g e s t  t h a t  c o g n i t i v e  
h y p e r a c t i v i y  may be a .  c a u s a t i v e  f a c t o r  f o r  some 
in s o m n ia c s .  The d a ta  t o  s u p p o r t  t h i s  r i v a l  h y p o t h e s i s  
may be o n ly  s u g g e s t i v e ,  but i s  c o n s i s t e n t  a c r o s s  
s e v e r a l  d i f f e r e n t  k in d s  o f  s l e e p  s t u d y .  A lth ough  t h e  
c o g n i t i v e  h y p e r a c t i v i t y  h y p o t h e s i s  h as  g a in e d  
a sc e n d a n c e  o n ly  o v e r  th e  l a s t  few  years ,,  t h e  n o t io n  
t h a t  an a c t i v e  mind may be c o n t r i b u t o r y  t o  p oor  s l e e p
i s  n o t  new. In  an e a r l y  a d d r e s s  on in so m n ia ,
C a l la n d e r  ( 1 9 2 7 ) ,  s t a t e d  t h a t  e x c i t a t i o n ,  w o r r y ,  and  
a n x i e t y ,  in d e e d  a n y t h in g  "which k eep s  up m e n ta l  
a c t i v i t y " ,  would a l s o  m a in ta in  c e r e b r a l  a c t i v i t y ,  
w hich in  tu r n  demands a d e q u a te  b lo o d  s u p p ly  t o  t h e  
b r a in  and w i l l  t e n d  t o  c a u s e  s l e e p l e s s n e s s .
In t h o s e  s t u d i e s  which h ave  exam ined  t h e  i n s o m n i a c ' s  
p e r c e p t i o n  o f  th e  d e t e r m in a n t s  o f  t h e i r  s l e e p  
d i s t u r b a n c e ,  th e  m a j o r i t y  o f  s u b j e c t s  have  c la im e d  
t h a t  u n c o n t r o l l a b l e  r e p e t i t i v e  c o g n i t i o n s  w ere  
r e s p o n s i b l e  f o r  k e e p in g  them awake (Freedman & 
P a p s d o r f ,  1 9 7 6 ) ,  and c o g n i t i v e  a c t i v i t y  in  t h e  form o f
t h i n k i n g ,  w o r r y in g  and p la n n in g ,  h a s  b een  c i t e d  more 
o f t e n  by t h e  in so m n ia c  a s  t h e  c a u s e  f o r  t h e i r  
d i s t u r b e d  s l e e p  th an  s o m a t ic  f a c t o r s  ( L i c h s t e i n  & 
R o s e n t h a l ,  1 9 8 0 ) .  There i s  m ixed  e v id e n c e  f o r  th e  
r o l e  o f  c o g n i t i v e  h y p e r a c t i v t y  in  d i s t u r b e d  s l e e p  
how ever , from th e  s t u d i e s  t h a t  h a v e  com pared t h e  
r e p o r t s  o f  poor  s l e e p e r s  w ith  t h o s e  from  good  or  
normal s l e e p e r s .  Friedm an and .Sat t i e r  fo u n d  no 
s i g n i f i c a n t  d i f f e r e n c e  b etw een  in s o m n ia c s  and norm als  
in  t h e  ’ f r e q u e n c y  o f  t h o s e  who a g r e e d  t h a t  t h e y  were  
"u n able  t o  f a l l  a s l e e p  b e c a u se  you w ere u n a b le  t o  tu r n  
your mind o f f " .  W hereas in  a co m p a r iso n  o f  c l o s e l y  
m atched good and p oor  s l e e p e r s ,  p o o r  s l e e p e r s  r e p o r t e d  
t h a t  th e y  had a r a c i n g ,  o v e r a c t i v e  mind upon r e t i r i n g ,  
s i g n i f i c a n t l y  more o f t e n  th a n  good  s l e e p e r s  (Tomeny, 
u n p u b l i s h e d  m a n u s c r ip t ) .  A lth o u g h  t h e s e  r e s u l t s  do 
n o t  e s t a b l i s h  a d i r e c t  c a u s a l  r e l a t i o n s h i p ,  and i t  h a s  
b e e n  a rg u ed  t h a t  e x c e s s i v e  r u m in a t io n  may be an 
epiphenom enon o f  s l e e p l e s s n e s s ,  w ith  e x c e s s i v e  
w a k e f u ln e s s  e v o k in g  a n x io u s  w orry and p r o v id in g  more 
t im e  t o  in d u lg e  in  i t  (Friedm an & S a t t l e r ,  1982)  . 
There i s  e v id e n c e  t o  su p p o r t  t h e  h y p o t h e s i s  t h a t  
c o g n i t i v e  a c t i v i t y  i s  a c a u s a t i v e  f a c t o r  in  s l e e p  
d i s t u r b a n c e .  The s l e e p  o n s e t  o f  good  s l e e p e r s  h as  
b een  l e n g h th e n e d  by m a n ip u la t io n s  d e s ig n e d  t o  i n c r e a s e  
th e  l i k e l i h o o d  o f  c o g n i t i v e  i n t r u s i o n s .  D u rin g  a 
d aytim e nap, s u b j e c t s  were a s k e d  t o  go t o  s l e e p  a s  
q u ic k ly  a s  p o s s i b l e  and when t h e y  awoke t h e y  w ould  be 
r e q u ir e d  t o  p r e s e n t  a s p e e c h .  One t h i r d  o f  t h e  
s u b j e c t s  were t o l d  t h e  t i t l e  o f  t h e  s p e e c h  t h e y
w ould  be r e q u i r e d  t o  g i v e ,  and t h e s e  s u b j e c t s  to o k  
tw ice -  a s  lo n g  a s  t h e  no t i t l e  group to  f a l l  a s l e e p .  
There were no c o r r e s p o n d in g  ANS d i f f e r e n c e s  (G r o ss  & 
B o rk o v ec ,  1 9 8 2 ) .  S i m i l a r l y ,  H auri e t . a l .  ( 1 9 8 2 ) ,  
d e m o n str a te d  t h a t  s i x  h o u rs  o f  i n t e n s i v e  e v e n in g  
s tu d y in g  d e la y e d  s u b s e q u e n t  s l e e p  o n s e t ,  com pared t o  
s i x  h o u rs  o f  e x e r c i s e  or r e l a x a t i o n .  The e x c e r c i s e  
had no s i g n i f i c a n t  e f f e c t  on s l e e p  o n s e t ,  d e s p i t e  
s i g n i f i c a n t  e l e v a t i o n s  in  h e a r t  r a t e ,  r e s p i r a t i o n  r a t e  
and t e m p e r a tu r e .  In  a d d i t i o n ,  l e s s  th a n  t e n  m in u te s  
o f  c o g n i t i v e  s t r e s s ,  in  t h e  form o f  m en ta l  a r i t h m e t i c  
p r e s e n t e d  o v e r  an a u d io  ta p e  a f t e r  l i g h t s  o u t ,  was 
s u f f i c i e n t  t o  i n c r e a s e  b oth  s u b j e c t i v e  and o b j e c t i v e  
m easu res  o f  s l e e p  o n s e t  l a t e n c y  in  good  s l e e p e r s  
(Haynes e t . a l . ,  1 9 8 1 ) .  These r e s u l t s  a r e  c o n s i s t e n t  
w ith  e a r l i e r  s t u d i e s  w hich  s u g g e s t  p r e - s l e e p  s t r e s s o r s  
m ig h t s e r v e  t o  d e la y  s l e e p  o n s e t  in  s u b j e c t s  w i t h o u t  
s e l f  d e f in e d  s l e e p  p rob lem s (B a e k e la n d  & Hoy, 1 9 7 1 ;  
Browman & T e p a s ,  1976;  Cohen & Cox, 1 9 7 5 ) .  S im i la r  
r e s u l t s  have n o t  b een  r e p o r t e d  w ith  p oor  s l e e p e r s  
how ever . Haynes e t . a l .  (19 8 1 ) ,  f a i l e d  f u r t h e r  t o  
i n c r e a s e  an a l r e a d y  e x te n d e d  s l e e p  o n s e t  l a t e n c y  in  
p o o r  s l e e p e r s  by a d m i n i s t r a t i o n  o f  t h e i r  p r e —s l e e p  
a r i t h m e t i c  t a s k .  N e v e r t h e l e s s  t h e  c o n v e r s e  h a s  b een  
shown t o  be t r u e  in  p oor  s l e e p e r s .  T hat i s ,  a  
r e d u c t io n  in  s l e e p  o n s e t  l a t e n c y  was com m ensurate w ith  
a r e d u c t i o n  in  p r e —s l e e p  i n t r u s i v e  c o g n i t i o n s  
f o l l o w i n g  r e l a x a t i o n  a lo n e  (B o r k o v e c ,  e t . a l . ,  1 9 7 9 ) ,  
or in  c o m b in a t io n  w ith  m en ta l  r e l a x a t i o n  o r  c o g n i t i v e  
c o n t r o l  p r o c e d u r e s  ( M i t c h e l l ,  1 9 7 9 ) .  The r e s u l t s  o f
t h e  above  s t u d i e s ,  a l th o u g h  n o t  e n t i r e l y  c o n s i s t e n t ,  
do su p p o r t  t h e  c o g n i t i v e  h y p e r a c t i v i t y  th e o r y  o f  poor  
s l e e p .  F u r th e r  su p p o r t  f o r  t h i s  th e o r y  can  be fou nd  
in  t h e  p e r s o n a l i t y  s t u d i e s  o f  good and poor s l e e p e r s .  
In t h e  e a r l y  y e a r s  t h e  p e r s o n a l i t y  o f  t h e  p oor  s l e e p e r  
t e n d e d  t o  be h a l l  marked by a g e n e r a l  i n c r e a s e  in  
p s y c h o p a th o lo g y  and t h i s  was p a i r e d  w ith  t h e  i n c r e a s e d  
p h y s i o l o g i c a l  a r o u s a l ,  w hich was b e l i e v e d  t o  r e s u l t  in  
p oor  s l e e p .  As p r e v i o u s l y  m e n t io n e d  t h e s e  r e s u l t s ,  
which were b a s e d  on MMPI s c o r e s ,  were h i g h ly  
i n c o n s i s t e n t .  L a te r  s t u d i e s  w hich  h ave  i n c o r p o r a t e d  a 
w id er  ra n g e  o f  m e a su r e s ,  h ave  f u r t h e r  r e f i n e d  t h e  
p s y c h o l o g i c a l  p r o f i l e  o f  t h e  poor s l e e p e r .  S t u d ie s  
which have  a p p r o p r i a t e l y  r e p o r t e d  K c o r r e c t e d  s c o r e s ,  
have p r e s e n t e d  a more s e l e c t i v e  p s y c h o p a t h o lo g y ,  w ith  
e l e v a t i o n  o n ly  on t h e  "N" s c a l e s  (C o u r se y ,  1 9 7 5 ) ,  or  
p e r s o n a l i t y  p a t t e r n s  t y p i f i e d  by an e s s e n t i a l l y  
n e u r o t ic  p r o f i l e  (Tomeny, u n p u b l i s h e d  m a n u s c r ip t ) .  In  
t h e  l a t t e r  s t u d y ,  which compared d i f f e r e n c e s  b etw een  
good  and p o o r  s l e e p e r s  on a b a t t e r y  o f  t e s t s ,  p o o r  
s l e e p e r s  w ere s i g n i f i c a n t l y  h ig h e r  on n e u r o t ic i s m ,  
o b s e s s i o n a l i t y ,  m a n i f e s t  a n x i e t y  and f r e q u e n c y  o f
p r e —s l e e p  t h o u g h t s .  A l l  o f  t h e s e  d i f f e r e n c e s  w ere  
w i t h in  t h e  same f a c t o r  o f  a n x io u s ,  r u m in a t iv e
e m o t i o n a l i t y  in  a f a c t o r  a n a l y s i s .  The few  p r e v io u s  
s t u d i e s  w hich h ave  u t i l i s e d  t h e s e  q u e s t i o n n a i r e s  have  
p rod u ced  v a r y in g  r e s u l t s .  C om p arative  s t u d i e s  b e tw een  
g ood  and p oor  s l e e p e r s  (Joh ns e t . a l . ,  1 9 7 1 ) ,  and
in so m n ia c s  w ith  c o n t r o l s  (C o u r se y ,  1 9 7 5 ) ,  have f a i l e d
t o  f i n d  s i g n i f i c a n t  d i f f e r e n c e s  b e tw een  t h e  g r o u p s  on
on E y s e n c k 's  "N" s c a l e ,  y e t  a d e s c r i p t i v e  s tu d y  o f  
p o o r  s l e e p e r s  r e p o r t s  th e  group mean N s c o r e  was 
e l e v a t e d  a b o v e  t h e  norm (G old en b erg  & G o ld e n b e r g ,  
1 9 8 1 ) .  The d i r e c t  m easure o f  a n x i e t y  h as  p ro d u ced  
more c o n s i s t e n t  r e s u l t s ,  w ith  r e p o r t s  o f  d i f f e r e n c e s  
b etw een  good  and  poor s l e e p e r s  (Joh n s  e t .  a l . ,  1971)  
and in so m n ia c s  w ith  c o n t r o l s  (C o u rsey ,  1975;  K a z a r ia n ,  
e t . a l . ,  1 9 7 8 ) .  E le v a t e d  a n x i e t y  s c o r e s  on t h e  
C a t t e l l  s c a l e  have a l s o  been  r e p o r t e d  in  poor s l e e p e r s  
(G o ld en b erg  & G o ld e n b e r g ,  1 9 8 1 ) .
From th e  ab ove  r e v ie w  o f  t h e  l i t e r a t u r e ,  i t  can  be 
s e e n  t h a t  t h e  p i c t u r e  o f  th e  poor s l e e p e r  w hich  i s  
pj-0 g0 Q tly  d e v e l o p i n g ,  i s  one o f  an o b s e s s i v e ,  a n x i o u s ,  
w o r r ie r ,  who i s  a l s o  t r o u b le d  by p r e - s l e e p  i n t r u s i v e  
c o g n i t i o n s .  I t  may be h y p o t h e s i s e d  t h a t  t h i s  
h a b i t u a l ,  r e p e t i t i v e  t h i n k i n g  o r  w o r r y in g  o f  t h e  p oor  
s l e e p e r ,  w i l l  s e r v e  t o  d e la y  s l e e p  o n s e t  by 
m a in t a in in g  c o g n i t i v e  a c t i v i t y  a t  a l e v e l  in c o m p a t ib le  
w ith  s l e e p .  Thus, p oor  s l e e p e r s  may p o s tp o n e  t h e  move 
from a r e a l i t y  o r i e n t e d  problem  s o l v i n g  ty p e  o f  
t h i n k i n g ,  t o  a more h y p n o g o g ic  ty p e  o f  m e n ta t io n ,  
which was s u g g e s t e d  by«^Foulkes & V o g e l  (19 6 5 ) ,  t o  be 
t h e  normal m e n ta t io n  f o r  f a l l i n g  a s l e e p .
PSYCHOLOGICAL THERAPY FOR INSOMNIA
S in c e  Monroe’ s e a r l y  work in  t h e  1960* s  t h e  main f o c u s  
o f  s t u d i e s  e v a l u a t i n g  t r e a t m e n t s  f o r  in so m n ia  has been  
w it h in  t h e  p h y s i o l o g i c a l  h y p e r a c t i v i t y  th e o r y  o f  
in so m n ia .  T h is  has  l e d  t o  a w e a lth  o f  l i t e r a t u r e  on 
t h e  e f f i c a c y  o f  v a r io u s  forms o f  r e l a x a t i o n  t r a i n i n g ,  
in c lu d in g  p r o g r e s s i v e ,  h y p n o t i c ,  a u t o g e n ic  and 
m e d i t a t i o n a l ,  and l a t t e r l y  to  t h e  u se  o f  b io fe e d b a c k  
t e c h n iq u e s .  N e e d le s s  to  sa y  t h e  s t u d i e s  have v a r i e d  
g r e a t l y  i n  q u a l i t y ,  c o n t r o l ,  s u b j e c t s  u se d ,  s e v e r i t y  
o f  s l e e p  d i s t u r b a n c e  and n a tu r e  o f  outcom e m e a su r e s .  
S u b j e c t s  e s t i m a t e s  o f  s l e e p  d i s t u r b a n c e  have g e n e r a l l y  
b een  u se d  a s  t h e  p r i n c i p a l  in d e x  o f  s l e e p  im provem ent  
(B ork ovec  & F o w le s ,  1973;  B ork ovec  & H e n n in g s ,  19 78;  
B ork ovec , K a lou p ec  e t .  a l . ,  1975;  C arr^ K affashan  & 
W o o lfo lk ,  1979;  Haynes e t . a l . ,  1977;  Haynes e t . a l . ,  
1974; L ic k  & H e f f e r ,  1977;  M i t c h e l l  & W h ite , 1977;  
N i c a s s i o  & B o o t z in ,  1974;  P e n d le t o n  & T a s t o ,  1976;  
S teinm ark  & B o rk o v ec ,  19 74; T o le r ,  1978;  W o o lfo lk  
e t . a l . , 1976;  Turner & A s c h e r ,  1 9 7 9 ) .  F u r th e r  s t u d i e s  
have a l s o  in c lu d e d  p o ly so m n o g r a p h ic  m ea su res  in  t h e  
e v a l u a t i o n  o f  t h e  e f f i c a c y  o f  r e l a x a t i o n  t r a i n i n g  
(B ork ovec  e t . a l . ,  1979;  Freedman & P a p s d o r f ,  1 9 7 6 ) .  
The v a s t  m a j o r i t y  o f  t h e  ab ove  s t u d i e s  i n d i c a t e  
c o n s i s t e n t  e f f e c t i v e n e s s  o f  r e l a x a t i o n ,  s i g n i f i c a n t l y  
s u p e r io r  t o  no tr e a tm e n t  c o n t r o l s  o r  p la c e b o .  P o s t  
th e r a p y  r e d u c t i o n s  in  s l e e p  o n s e t  l a t e n c y  h ave  
a v e r a g e d  45% from  p r e - t h e r a p y  l e v e l s  (B o r k o v e c ,  1 9 8 2 ) .  
Fewer s t u d i e s  have  b een  c a r r i e d  o u t  u s i n g  b i o f e e d b a c k .
but t h o s e  w hich  h a v e ,  p r o v id e  some e v id e n c e  o f  t h e  
e f f i c a c y  o f  t h i s  t e c h n iq u e  f o r  poor  s l e e p .  EMG 
b io f e e d b a c k  h a s  been  shown t o  p rod u ce  a s i g n i f i c a n t  
s u b j e c t i v e  (Haynes e t . a l . ,  1 9 7 7 ) ,  and o b j e c t i v e  
(Freedman & P a p s d o r f ,  1 9 7 6 ) ,  im provem ent in  s l e e p ,  
o v e r  and above t h a t  o f  p la c e b o .  EMG and t h e t a  
b io f e e d b a c k  h a s  b een  shown t o  have com parab le  
s u b j e c t i v e  e f f e c t s  when t r e a t i n g  a m ixed  group o f  
in so m n ia c s  (Montgomery & B e s n e r ,  1975; S h e a ly ,  1 9 7 9 ;  
Turner • & A s c h e r ,  1 9 7 9 ;  H auri e t . a l . ,  1 982;  Freedman & 
P a p s d o r f ,  1 9 7 6 ) .  C l e a r l y ,  on t h e  e v id e n c e  o f  many o f  
t h e  above  s t u d i e s ,  which h ave  b een  b ack ed  up by th e  
u se  o f  n o - t r e a t m e n t  c o n t r o l s ,  p la c e b o  g ro u p s  and / o r  
c o u n te r  demand i n s t r u c t i o n s .  One m ig h t  c o n c lu d e  t h a t  
r e l a x a t i o n ,  w ith  or  w i t h o u t  b io f e e d b a c k ,  c o n t a in s  an 
a c t i v e  i n g r e d i e n t  in  t h e  t r e a tm e n t  o f  s u b j e c t i v e  
in so m n ia ,  w ith  i n c r e a s i n g  r e p o r t s  o f  s i m i l a r  e f f i c a c y  
on o b j e c t i v e  in s o m n ia .  D e s p i t e  am ple e v id e n c e  o f  t h e  
e f f i c a c y  o f  t h i s  t r e a tm e n t  f o r  in so m n ia ,  t h e r e  have  
b een  c o m p a r a t iv e ly  few  s t u d i e s  w hich  h a v e  e l u c i d a t e d  
t h e  mechanism th rou gh  vÆiich i t  a c t s .  I t  h a s  b een  
r e a d i l y  assum ed t h a t  t h e  d i r e c t  r e d u c t i o n  o f  
p h y s i o l o g i c a l  a r o u s a l  - I s  t h e  a c t i v e  i n g r e d i e n t  in  
r e l a x a t i o n  t e c h n i q u e s ,  y e t  t h e  s e c o n d a r y  i n g r e d i e n t  
i n v o l v i n g  f o c u s s e d  a t t e n t i o n ,  must a l s o  be s e r i o u s l y  
c o n s id e r e d .  S e v e r a l  s t u d i e s  h ave  a t te m p te d  t o  
s e p a r a t e  t h e s e  p r o c e d u r a l  co m p o n en ts ,  b u t when c o u n t e r  
demand s t r a t e g i e s  have been  u s e d  t o  c o n t r o l  f o r  
e x p e c ta n c y /d e m a n d  f a c t o r s ,  no t e n s i o n  r e l e a s e  
r e l a x a t i o n  h a s  been  shown t o  be s i g n i f i c a n t l y  i n f e r i o r
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t o  p r o g r e s s i v e  r e l a x a t i o n ,  on both  s u b j e c t i v e  
(B o rk o v ec  e t . a l . ,  1 9 7 5 ) ,  and o b j e c t i v e  (B o rk o v ec  
e t . a l . ,  19 79) s l e e p  m e a su r e s .  Y et  C ou rsey  (1 9 7 5 )  
r e p o r t e d  t h a t  a l l  a t t e m p ts  i n  h i s  la b o r a t o r y  t o
improve s l e e p  w ith  r e l a x a t i o n ,  b u t  w i t h o u t  a l s o
h e l p i n g  s u b j e c t s  to  s t o p  bed  t im e  r u m in a t io n s ,  h ave  
b e e n ,  w i t h o u t  e x c e p t i o n ,  u n s u c c e s s f u l .  In  a d d i t i o n  t o  
s t u d i e s  which h ave  a t te m p te d  t o  add to  o r  s u b t r a c t
from th e  b a s i c  i n g r e d i e n t s  o f  r e l a x a t i o n  t h e r a p y ,  a 
few s t u d i e s  have e x p l i c i t l y  exam in ed  t h e  r o l e  o f  
c o g n i t i v e  c o n t r o l  in  s l e e p  im provem ent. M i t c h e l l  and  
W hite ( 1 9 7 7 ) ,  i n  a s m a l l  s tu d y  w ith  l e s s  th a n  f i v e
s u b j e c t s  p e r  g ro u p , r e p o r t e d  en h a n ced  s l e e p  
improvement when c o g n i t i v e  c o n t r o l  o r  m e n ta l  
r e l a x a t i o n  was added to  i n i t i a l  m u sc le  r e l a x a t i o n  
t e c h n i q u e s .  In  a d d i t i o n  t h e  c o m b in a t io n  o f  r e l a x a t i o n  
and c o g n i t i v e  t e c h n iq u e s  a l s o  r e d u c e d  t h e  r e p o r t s  o f  
i n t r u s i v e  c o g n i t i o n .  In  a l a t e r  r e p l i c a t i o n  s tu d y  
M i t c h e l l  ( 1 9 7 9 ) ,  r e p o r t e d  s i m i l a r  r e s u l t s  w ith  
s i g n i f i c a n t l y  g r e a t e r  im provem ents  in  t h e  com b in ed  
r e l a x a t i o n - c o g n i t i v e  c o n t r o l  group  th a n  in  t h e  
r e l a x a t i o n  a lo n e  grou p . S le e p  s a t i s f a c t i o n  was a l s o  
s i g n i f i c a n t l y  g r e a t e r .  One f u r t h e r  s tu d y  r e p o r t s  
c o n i t i v e  th e r a p y  f o r  in so m n ia  i n  f a v o u r a b le  term s  
(T h o resen  e t . a l . ,  1 9 8 1 ) .  In  t h i s  s tu d y  h o w e v e r ,  t h e  
e f f i c a c y  o f  t h e  c o g n i t i v e  com ponent a lo n e  i s  
i m p o s s ib l e  t o  g a u g e ,  a s  t h i s  was w i t h in  a d e s c r i p t i o n  
o f  t h r e e  c a s e  s t u d i e s  w hich  i n c o r p o r a t e d  a c o g n i t i v e  
c o n d i t i o n  i n t o  a m u lt i -m e th o d  a p p r o a c h .
in so m n ia c s  compared t o  n o rm a ls ,  and th e  c o r r e l a t i o n  
b etw een  r e d u c t io n  i n  s l e e p  o n s e t  l a t e n c y  and c o g n i t i v e  
a c t i v i t y .  At t h e  moment, th e  e v id e n c e  drawn from  th e  
a v a i l a b l e  l i t e r a t u r e ,  i s  in a d e q u a te  t o  p r o v id e  an 
answ er to  th e  prob lem  o f  w h eth er  d i s t u r b e d  s l e e p  i s  
due t o  p h y s i o l o g i c a l  or  c o g n i t i v e  h y p e r a c t i v i t y .  
However, th e  co m p a r iso n  o f  t h e  e f f e c t s  on d i s t u r b e d  
s l e e p ,  o f  r e l a x a to n  t h e r a p y ,  w ith  . both  p h y s o l o g i c a l  
and c o g n i t i v e  co m p o n en ts ,  and pure c o g n i t i v e  t h e r a p y ,  
would go some way to w a rd s  a s a t i s f a c t o r y  r e s o l u t i o n  o f  
t h i s  t h e o r e t i c a l  q u e s t i o n .
METHODOLOGY
DESIGN
T h is  s tu d y  was d e s ig n e d  t o  compare th e  t r e a tm e n t  
e f f e c t s  o f  C o g n i t iv e  th e r a p y  and R e l a x a t i o n  th e r a p y  
on s u b j e c t i v e  in so m n ia ,  under c o u n t e r  demand and
p o s i t i v e  demand i n s t r u c t i o n s .  S e c o n d ly  t h e  s tu d y  
a d d r e s s e d  t h e  q u e s t i o n  o f  w h eth er  an i n d i v i d u a l ' s  
p e r s o n a l i t y ,  p r e - t h e r a p y  l e v e l s  o f  a n x i e t y ,  
o b s e s s i o n a l i t y  o r  s u b j e c t i v e  e s t i m a t e s  o f  s o m a t ic
v e r s u s  c o g n i t i v e  i n f l u e n c e s  on s l e e p  d i s t u r b a n c e ,  have  
any r e l a t i o n s h i p  to  t h e  outcom e o f  t h e r a p y .
I t  s h o u ld  be n o te d  t h a t  t h i s  i s  n o t  a s tu d y  o f
o b j e c t i v e l y  v e r i f i e d  in so m n ia ,  and t h e  s u b j e c t s  were  
n o t  c l a s s i f i e d  a c c o r d in g  t o  th e  c a t e g o r i e s  o f  s l e e p  
d i s t u r b a n c e  p u b l i s h e d  by th e  s l e e p  d i s o r d e r s  
c e n t r e s  (ASDC). In t h i s  D i a g n o s t i c  C l a s s i f i c a t i o n  o f  
S le e p  and A r o u s a l  D iso r d e r s -  (A m erican P s y c h i a t r i c  
A s s o c i a t i o n s  D i a g n o s t i c  and S t a t i s t i c a l  Manual o f  
M ental D isorders:D SM  I I I )  o b j e c t i v e  v e r i f i c a t i o n  i s  
r e q u ir e d  f o r  i n c l u s i o n  in  th e  P s y c h o p h y s i o l o g i c a l  
Insom nia  c a t e g o r y .  No o b j e c t i v e  m ea su res  were ta k e n  
in  t h i s  s tu d y  and i n c l u s i o n  was d ep en d en t  e x c l u s i v e l y  
on s u b j e c t i v e  r e p o r t s .  N e v e r t h e l e s s ,  in so m n ia  can be 
v ie w e d  p r i m a r i l y  a s  a s u b j e c t i v e  phenomenon  
(B o r k o v e c ,  1 9 8 2 ) ,  a s  i n d i v i d u a l s  v a ry  g r e a t l y  in  t h e  
s l e e p  th e y  r e q u ir e  t o  f e e l  r e s t e d .  As l i t t l e  a s  one  
(M eddis e t .  a l . ,  1973 ) to  t h r e e  (J o n e s  & O sw ald , 1968)
h o u r s  o f  s l e e p  a r e  a d e q u a te  f o r  some i n d i v i d u a l s .  The 
p r e s e n t  s tu d y  a c c e p t s  th e  v iew  o f  in so m n ia  a s  th e  
c h r o n ic  i n a b i l i t y  t o  o b t a in  a d e q u a te  s l e e p  due t o  
d e la y e d  s l e e p  o n s e t  l a t e n c y ,  w ith  o r  w i t h o u t  f r e q u e n t  
n i g h t l y  aw a k en in g s  and e a r l y  m orning aw akening  
( B o o t z in  & N i c a s s i o ,  1 9 7 8 ) .  The term " S u b j e c t iv e  
Insom nia"  s h a l l  be u se d  th r o u g h o u t  t h i s  s tu d y  to  
i n d i c a t e  t h a t  no o b j e c t i v e  v e r i f i c a t i o n  o f  th e
r e p o r t e d  s l e e p  d is t u r b a n c e  was made , nor was i t  
v ie w e d  a s  n e c e s s a r y .  T h is  term  can a c c u r a t e l y  be u se d  
t o  d e s c r i b e  t h e  m a j o r i t y  o f  t h o s e  i n d i v i d u a l s  in  t h e  
g e n e r a l  p o p u l a t i o n  who h a b i t u a l l y  r e q u e s t  and r e c e i v e  
t h e  more common t r e a t m e n t s  f o r  poor s l e e p .  The
s u b j e c t s  o f  t h e  p r e s e n t  s tu d y  t h e r e f o r e ,  a r e
r e p r e s e n t a t i v e  o f  t h o s e  who co m p la in  o f  poor s l e e p .
THERAPIST
A s i n g l e  t h e r a p i s t  was u se d  f o r  a l l  s u b j e c t s  in  both  
t r e a tm e n t  g r o u p s  th r o u g h o u t  t h e  e n t i r e  s t u d y .  The 
t h e r a p i s t  was a 28 y e a r  o l d ,  f e m a le  P s y c h o l o g i s t ,  in  
t h e  f i n a l  s t a g e s  o f  C l i n i c a l  t r a i n i n g .  A lth o u g h  t h i s  
s i n g l e  t h e r a p i s t  d e s ig n  l i m i t s  t h e  g e n e r a l i z a b i l i t y  o f  
t h e  f i n d i n g s ,  i t  i n c r e a s e d  s t a n d a r d i z a t i o n  o f  
t r e a tm e n t  and a v o id e d  t h e  d i f f e r e n t i a l  e f f e c t s  o f  
t h e r a p i s t  f a c t o r s  on outcom e (T urner  & A s c h e r ,  1 9 8 2 ) .
SUBJECTS
R e c r u itm e n t
S u b j e c t s  were r e c r u i t e d  th rou gh  a d v e r t i s e m e n t s  in  two 
n ew sp a p e rs ,  l o c a l  p u b l i c  b u i l d i n g s  and S t .G e o r g e s  
H o s p i t a l . ( S e e  A ppendix  A)
A l l  45 r e s p o n d e n t s  were c o n t a c t e d  by t e l e p h o n e  and 
th e n  s e n t  t h e  i n i t i a l  s l e e p  q u e s t i o n n a i r e  and  
in fo r m a t io n  s h e e t . ( S e e  A ppendix  B)
S u b j e c t  S e l e c t i o n
Of t h e  45 o r i g i n a l  r e s p o n d e n t s , a t o t a l  o f  35 a p p e a r e d  
s u i t a b l e  and were i n t e r v ie w e d .  Of t h e s e  a f u r t h e r  15 
f a i l e d  t o  m eet t h e  s e l e c t i o n  c r i t e r i a  and were  
e x c lu d e d .  An a d d i t i o n a l  s u b j e c t  dropped  o u t  o f  . th e r a p y  
a s  sh e  was q u i c k l y  s a t i s f i e d  w ith  h er  i n i t i a l  s l e e p  
improvement and r e p e a t e d l y  m is s e d  a p p o in tm e n ts .  A 
f i n a l  sam ple o f  19 i n d i v i d u a l s ;  10 i n  C o g n i t iv e  
th e r a p y  and  9 in  R e la x a t io n  t h e r a p y ,  met a l l  o f  t h e  
s e l e c t i o n  c r i t e r i a  and c o m p le te d  t r e a t m e n t .
S e l e c t i o n  C r i t e r i a
Throughout t h e  d e s c r i p t i o n  o f  t h e  s e l e c t i o n  c r i t e r i a ,  
t h e  number o f  s u b j e c t s  who f a i l e d  t o  m eet e a c h  
c r i t e r i o n  and were t h e r e f o r e  e x c lu d e d ,  i s  g iv e n  in  
b r a c k e t s .
1 .  Based  on t h e  i n i t i a l  s e l e c t i o n  q u e s t i o n n a i r e  and  
one week o f  s l e e p  d i a r y ,  s u b j e c t s  were r e q u ir e d  to  
r e p o r t  t h a t  t h e y  were poor or  v e r y .p o o r  s l e e p e r s  o f  a 
c h r o n i c i t y  o f  more th an  6 m on th s, and to o k  an a v e r a g e  
o f  a t  l e a s t  30 m in u tes  t o  f a l l  a s l e e p  a t  n i g h t .  In  
a d d i t i o n ,  t h o s e  s u b j e c t s  may o r  may n o t  h a v e  r e p o r t e d  
n i g h t l y  aw ak en in gs  a n d /o r  e a r l y  m orning a w a k en in g .
( 8 )
2 .  In t h e  T h e r a p i s t ' s  c l i n i c a l  judgem ent a t  t h e  
i n i t i a l  i n t e r v i e w ,  each  s u b j e c t  had t o  be f r e e  from  
p s y c h i a t r i c  d i s t u r b a n c e  r e q u i r i n g  c l i n i c a l
i n t e r v e n t i o n .  In  a d d i t i o n ,  n o -o n e  was in c lu d e d  who 
was t a k in g  any a n t i - p s y c h o t i c  or a n t i - d e p r e s s a n t  
d r u g s .  (6 )
3 .  A l l  s u b j e c t s  had to  ap p ear  f r e e  from  a l c o h o l  
d ep en d en ce .  T h is  was "based on s u b j e c t i v e  r e p o r t s  o f  
a l c o h o l  co n su m p tio n  and on t h e  c l i n i c a l  i n t e r v i e w .  
N ig h t ly  a l c o h o l  con su m p tio n  was a c c e p t a b l e  h ow ever ,  
when th e  a l c o h o l  was u se d  p r im a r i ly  a s  an h y p n o t i c .
4 .  A l l  s u b j e c t s  were r e q u ir e d  t o  a g r e e  n o t  t o  a l t e r  
from t h e i r  b a s e l i n e  drug t a k in g  h a b i t s  d u r in g  t h e  
c o u r s e  o f  th e r a p y .
5 .  Those w o rk in g  n i g h t  s h i f t s  were e x c l u d e d . (2)
6 .  A l l  s u b j e c t s  had t o  be f r e e  from s e v e r e  p a in  or  
i l l n e s s  w hich  m igh t c o n t r i b u t e  t o  t h e i r  s l e e p  p ro b lem .  
(3 )
Group A l l o c a t i o n
B ased  on t h e  i n i t i a l  s e l e c t i o n  q u e s t i o n n a i r e ,  s u b j e c t s  
were randomly a s s i g n e d  w i t h in  s e v e r i t y  b lo c k s  to  one  
o f  t h e  two t r e a tm e n t  c o n d i t i o n s .  The f i n a l  sam ple  
c o n s i s t e d  o f  19 s u b j e c t i v e  in s o m n ia c s .  The r e l a x a t i o n  
group was made up o f  8 f e m a le s  and 1 m ale ,  a g ed  
b etw een  21 and 63 w ith  a mean o f  40 y e a r s  and a mean 
c h r o n i c i t y  o f  5 y e a r s .  The c o g n i t i v e  group was made 
up o f  9 f e m a le s  and 1 m a le ,  a g e d  b etw een  25 and 62 
w ith  a mean o f  37 y e a r s  and a mean c h r o n i c i t y  o f  8 
y e a r s .
A summary o f  t h e  s u b j e c t s  in c lu d e d  in  t h e  s tu d y  a r e  
g i v e n  in  t a b l e .
T a b le  1
P r e - t h e r a p y  s e l f  l a b e l l i n g  and d r u g / a l c o h o l  u s e .
COGNITIVE RELAXATION TOTAL
POOR SLEEP 6 5 11
VERY POOR SLEEP 4 4 8
HYPNOTIC USE 4 5 9
TRANQUILLISER USE 1 1 2
PSYCHOTROPIC DRUG 
OR ALCOHOL USE 
AS AN HYPNOTIC
1 2 3
PROCEDURE
The f o l l o w i n g  s e c t i o n  g i v e s  a g e n e r a l  o v e r v ie w  o f  t h e  
c o u r s e  o f  t h i s  s i x  week s t u d y .  T h is  w i l l  be f o l l o w e d  
by a more d e t a i l e d  d e s c r i p t i o n  o f  t h e  p r e - t h e r a p y  
s t a g e ,  th e  i n i t i a l  i n t e r v i e w  and t h e  th e r a p y  i t s e l f .  
F i n a l l y ,  t h e  m a t e r i a l s  u se d  in  t h i s  s tu d y  w i l l  be  
d e s c r i b e d .  Those q u e s t i o n n a i r e s  . w hich  h a v e  b een  
d e v e lo p e d  by t h e  a u th o r  w i l l  be d e s c r i b e d  in  some 
d e t a i l ;  Where s ta n d a r d  q u e s t i o n n a i r e s  w ere u se d  
h ow ever , f a m i l i a r i t y  w i l l  be assu m ed  on t h e  p a r t  o f  
t h e  r e a d e r  and l e s s  d e t a i l e d  d e s c r i p t i o n s  w i l l  be 
g i v e n .
O verview
In  t h e  p r e - t h e r a p y  week s u b j e c t s  c o m p le te d  t h e  
s e l e c t i o n  q u e s t i o n n a i r e  and one week o f  s l e e p  d i a r y .  
A f t e r  e x a m in a t io n  o f  t h e  b a s e l i n e  d i a r y ,  a c c e p t a n c e  
i n t o  th e  s tu d y  and p r e s e n t a t i o n  o f  t h e  r a t i o n a l e  in  
t h e  f i r s t  week, t h e  f i r s t  and  s e c o n d  w eeks th e n  
f o l lo w e d  t h e  same p a t t e r n .  Two q u e s t i o n n a i r e s  were  
c o m p le te d  (The Crown C r is p  E x p e r i e n t i a l  Index(C C EI)  
and th e  S p i e l b e r g e r  Std'te  T r a i t  A n x ie t y  Q u e s t i o n n a i r e  
in  th e  f i r s t  week, and t h e  E y se n c k  P e r s o n a l i t y  
Q u e s t io n n a ir e  and The B ork ovec  A n x ie t y  Q u e s t io n n a ir e  
in  th e  s e c o n d  ) ,  f o l l o w e d  by th e r a p y  and t h e  homework 
a s s ig n m e n t .  In  o r d e r  t h a t  t h e  r e l a x a t i o n  th e r a p y  
sh o u ld  c l o s e l y  p a r a l l e l  t h e  c o g n i t i v e  t h e r a p y ,  both  
g ro u p s  u se d  t h e  week a f t e r  t h e  f i r s t  i n t e r v i e w  a s  a 
l e a r n in g  p e r i o d .  Homework was c a r r i e d  o u t  f o r  h a l f  an
hour in  t h e  a f t e r n o o n  or  e v e n in g  o n l y ,  b u t  s u b j e c t s  
were n o t  y e t  t o  u se  t h e  t e c h n iq u e  t h e y  had l e a r n e d  a t  
bed t im e .  T h is  was n e c e s s a r y  f o r  t h e  c o g n i t i v e  group  
due t o  t h e  c o m p le x i t y  o f  t h e  p r o c e s s  and t h e  need  to  
c a r r y  o v e r  th e  e x p l a n a t i o n  o f  t h e  t e c h n iq u e  i n t o  th e  
se c o n d  w eek. F o l lo w in g  week tw o , b oth  groups  
c o n t in u e d  t o  c a r r y  o u t  t h e  a f t e r n o o n  or  e v e n in g  
homework and began t o  u se  t h e  t e c h n iq u e  in  b ed . At 
t h e  end o f  each  o f  t h e  f i r s t  two s e s s i o n s  c o u n te r  
demand, i n s t r u c t i o n s  w ere g i v e n .  Therapy weeks t h r e e  
fo u r  and f i v e  w ere s i m i l a r ,  each  c o n s i s t e d  o f  th e  
s l e e p  d ia r y  e x a m in a t io n ,  th e r a p y ,  t h e  homework 
a s s ig n m e n t  and s t a t e m e n t  o r  r e - s t a t e m e n t  o f  th e  
p o s i t i v e  demand i n s t r u c t i o n s .  In  th e r a p y  week f i v e  
s u b j e c t s  a g a in  c o m p le te d  t h e  g e n e r a l  s l e e p  
q u e s t i o n n a i r e ,  th e  STAI, a th e r a p y  c r e d i b i l i t y  
q u e s t i o n n a i r e  and a th e r a p y  e v a l u a t i o n  q u e s t i o n n a i r e .  
The f o l l o w i n g  week s u b j e c t s  r e t u r n e d  t h e i r  s l e e p  d ia r y  
by p o s t  and w ere n o t  c o n t a c t e d  a g a in  u n t i l  one month 
l a t e r  a t  t h e  f o l l o w  up, when t h e y  were s e n t  o n e  week  
o f  s l e e p  d i a r y ,  th e  g e n e r a l  s l e e p  q u e s t i o n n a i r e  a 
th e r a p y  e v a l u a t i o n  q u e s t i o n n a i r e  and an h y p n o t i c  u se  
q u e s t i o n n a i r e .
PROCEDURE
P r e-T h erap y
A long w ith  t h e  i n t e r v ie w  d a t e ,  a l l  s u b j e c t s  w ere s e n t  
s e v e n  n i g h t s  o f  s l e e p  d ia r y  w hich  t h e y  c o m p le te d  and  
b ro u g h t  w ith  them to  t h e  f i r s t  i n t e r v i e w .  T h is
p r o v id e d  b a s e l i n e  d a t a ,  and was u se d  t o  e x c lu d e  t h o s e
i n d i v i d u a l s  who had e x a g g e r a t e d  t h e i r  s l e e p  d i f f i c u l t y  
on th e  g e n e r a l  s l e e p  q u e s t i o n n a i r e .  A n i g h t l y  d ia r y  
has been  shown to  be a more a c c u r a t e  r e p r e s e n t a t i o n  
o f  th e  s l e e p  o f  poor s l e e p e r s ,  th a n  t h e  d e s c r i p t i o n  
o b t a in e d  th rou gh  a g e n e r a l  q u e s t i o n n a i r e  (C arskadon  
e t .  a l . ,  1 9 7 6 ) .  There i s  a l s o  e v id e n c e  t h a t  some 
i n d i v i d u a l s  w i l l  e x p e r i e n c e  a marked a l l e v i a t i o n  o f  
symptoms m e r e ly  throu gh  r e c o r d  k e e p in g  and t h e  p ro m ise
o f  h e lp (K a z d in ,  1 9 7 4 ) .  Four su ch  i n d i v i d u a l s  were
i d e n t i f i e d  in  th e  p r e s e n t  s t u d y ,  f o l l o w i n g  a week o f  
b a s e l i n e  d i a r y ,  and were n o t  in c lu d e d  in  t h e  t r e a t m e n t  
g r o u p s .
The i n i t i a l  i n t e r v i e w
For both t r e a tm e n t  g ro u p s  t h e  f i r s t  h a l f  o f  t h e  
i n i t i a l  i n t e r v i e w  was u^ed t o  in t r o d u c e  t h e  t h e r a p i s t ,  
t o  exam ine t h e  s l e e p  d ia r y  and t a k e  a b r i e f  s l e e p  
h i s t o r y .  D uring th e  s e c o n d  h a l f  o f  t h e  s e s s i o n  
s u b j e c t s  were p r e s e n t e d  w ith  a c o m p r e h e n s iv e  r a t i o n a l e  
f o r  th e r a p y  and in tr o d u c e d  to  t h e  th e r a p y  t e c h n iq u e .  
A summmary o f  t h e  t e c h n iq u e  was g i v e n  t o  each  s u b j e c t  
t o  ta k e  home a lo n g  w ith  t h e  homework s h e e t s .  I f  
s u b j e c t s  f e l t  t h a t  th e  r a t i o n a l e  d id  n o t  a p p ly  t o
them , t h i s  was a c c e p t e d  by t h e  t h e r a p i s t  and t h e y  were  
en co u ra g ed  t o  t a k e  an e x p e r im e n t a l  approach  t o  th e r a p y  
and ' j u s t  s e e  what h a p p e n s ' .
MEASUREMENTS
INITIAL SLEEP QUESTIONNAIRE
T h is  q u e s t i o n n a i r e  p r o v id e d  in f o r m a t io n  w hich was u se d  
f o r  t h e  i n i t i a l  s e l e c t i o n  o f  s u i t a b l e  s u b j e c t s  and t o  
gau ge broad s u b j e c t i v e  c h a n g e s  in  s l e e p .  I t  was u se d  
t h e r e f o r e ,  a t  t h e  p r e - t h e r a p y  s t a g e ,  s e s s i o n  f i v e  and  
t h e  one month f o l l o w  u p . I t  was a d a p te d  from an 
e a r l i e r  s e l e c t i o n  q u e s t i o n n a i r e  d e v e lo p e d  and u se d  by 
t h e  au th o r  in  a p r e v io u s  s tu d y  (Adam & Tomeny, 1 9 8 2 ) .  
I t  in c lu d e d  i te m s  on t o t a l  s l e e p  t im e  (TST), s l e e p  
o n s e t  l a t e n c y  (SOL), f r e q u e n c y  o f  n i g h t l y  aw akening  
(ENA), e a r l y  m orning aw ak en in g  (EMA), b ed  t im e  
c o g n i t i v e  a c t i v i t y  and p h y s i c a l  r e s t l e s s n e s s ,  a lo n g  
w ith  in fo r m a t io n  on drug and a l c o h o l  u s e .
(S ee  A ppendix C>.
SLEEP DIARY FOR REPEATED MEASURES
T h is  d ia r y  was u se d  t o * 'g iv e  an a v e r a g e  w e e k ly  ch an ge  
in  s l e e p  o v e r  t h e  th e r a p y  p e r i o d .  I t  was d e v e lo p e d  by 
t h e  a u th o r  and was c o m p le te d  by t h e  s u b j e c t s  ea ch  
m orning from  s e v e n  days p r i o r  t o  t h e  f i r s t  th e r a p y  
s e s s i o n  t o  s e v e n  d ays  f o l l o w i n g  t h e  f i f t h  t h e r a p y  
s e s s i o n .  I t  was a l s o  c o m p le te d  f o r  s e v e n  d a y s  a t  t h e  
f o l l o w  u p , one  month a f t e r  t h e  t e r m i n a t i o n  o f  t h e r a p y .  
The d ia r y  i te m s  a r e  d i v i d e d  i n t o  t h r e e  broad
c a t e g o r i e s  a s  b e lo w .
1 . S le e p  I tem s
These i n c lu d e d ,  t im e  t o  b ed , t im e  t o  s e t t l e ,  SOL, a
fo u r  p o i n t  r a t i n g  s c a l e  i n d i c a t i n g  d i f f i c u l t y  t o  f a l l  
a s l e e p ,  TST, F N A ,len g th  o f  ea ch  awaken i n g ( LNA) and  
EMA.
2 . C o g n i t iv e  and S o m a tic  I tem s
a / S u b j e c t s  were a s k e d  f o r  t h e i r  p e r c e p t i o n  o f  
c o g n i t i v e  v e r s u s  so m a t ic  d e t e r m in a n t s  o f  t h e i r  s l e e p  
d i s t u r b a n c e ,  by making a c a t e g o r y  d e c i s i o n  a s  t o  t h e
prim acy o f  c o g n i t i v e  d i s t u r b a n c e ,  s o m a t ic  d i s t u r b a n c e ,  
b oth  or n e i t h e r  p r e s e n t  i n  d e l a y i n g  SOL.
b /D e g r e e  o f  c o g n i t i v e  a c t i v i t y  and p h y s i c a l  
r e s t l e s s n e s s  was m easured  on fo u r  p o i n t  s e l f  r a t i n g  
s c a l e s  from c o n t in u o u s l y  a c t i v e  t o  n o t  a t  a l l  f o r  
w o r r ie s ,  t h o u g h t s ,  and r e s t l e s s n e s s .
c /S p a  ce  was p r o v id e d  f o r  a l l  s u b j e c t s  t o  g i v e  a f u l l  
answ er t o  th e  q u e s t i o n  "what was r u n n in g  th ro u g h  your  
mind b e f o r e  f a l l i n g  a s l e e p ? " .
3 .  A n x ie ty  I tem s
S u b j e c t s  w ere a s k e d  t o  r a t e  t h e i r  a n x i e t y  on a f o u r
p o i n t  s c a l e  a t  t h e  t im e  o f  r e t i r i n g  t o  b e d .
(S ee  A ppendix D ) .
The Crown C r isp  E x p e r i e n t i a l  In d ex  (CCEI)
The CCEI was d e s ig n e d  t o  m easure d i f f e r e n t  f a c e t s  o f  
g e n e r a l  e m o t i o n a l i t y  and n e u r o t i c i s m .  I t  was 
d e v e lo p e d  in  i t s  p r e l im in a r y  form  a s  t h e  M id d le s e x  
H o s p i t a l  Q u e s t io n n a ir e  i n  1 9 6 6 .  The f i n a l  CCEI i s  a 
48 i te m ,  6 s u b s c a l e  q u e s t i o n n a i r e .  The s c a l e s  a r e .
f r e e  f l o a t i n g  a n x i e t y  (FFA), p h o b ic  a n x i e t y  (PHO), 
o b s e s s i o n a l i t y  (OBS), so m a t ic  a n x i e t y  (SOM), 
d e p r e s s i o n  (DEP) and h y s t e r i a  (HYS).
2 .  The E y sen ck  P e r s o n a l i t y  Q u e s t io n n a ir e  (EPQ)
The EPQ was d e v e lo p e d  in  19 7 5 ,  and i s  t h e  l a t e s t  in  a 
s e r i e s  o f  q u e s t i o n n a i r e s  vAiich E y sen ck  h a s  d e s ig n e d  t o  
m easure p e r s o n a l i t y  th rou gh  a d im e n s io n a l  a p p ro a ch .  
The t h r e e  d im e n s io n s  o f  t h e  EPQ a r e  N e u r o t ic i s m  (N) , 
P s y c h o t i c i s m  (P) and E x t r a v e r s io n  (E) .
3 .  The S p i e l b e r g e r  S t a t e - T r a i t  A n x ie ty  I n v e n to r y
T h is  was p ro d u ced  in  i t s  p r e s e n t  form in  1 9 7 0 .  I t  
c o n s i s t s  o f  20 i te m s  d e s ig n e d  t o  m easure s t a b l e  
i n d i v i d u a l  d i f f e r e n c e s  in  a n x i e t y  p r o n e n e s s ,  and 20 
i te m s  m e a su r in g  l a b i l e  s t a t e  a n x i e t y .
4 .  S o m a t ic ,  B e h a v io r a l ,  and C o g n i t iv e  A n x ie t y  F a c to r  
Q u e s t i o n n a i r e .  (B o r k o v e c ,  T .D .)
As t h e  name i m p l i e s  t h i s  q u e s t i o n n a i r e  was d e s ig n e d  to  
m easure t h r e e  f a c t o r s  o f  a n x i e t y .  I t  c o n s i s t s  o f  30 
i t e m s ,  10 f o r  e a ch  f a c t o r ,  and i s  c o m le te d  by r a t i n g  
each  i te m  on a scale"^ from 1 (n e v e r )  t o  9 (a lm o s t  
a l w a y s ) .
(S e e  A ppendix  E ) .
TREATMENT PROCEDURE 
R e la x a t io n  Therapy
The r e l a x a t i o n  group w ere g iv e n  s ta n d a r d  p r o g r e s s i v e  
m u sc le  r e l a x a t i o n  t r a i n i n g  l a s t i n g  a p p r o x im a t e ly  25 t o  
30 m in u te s .  T h is  i n v o l v e d  s y s t e m a t i c a l l y  t e n s i n g  and  
r e l a x i n g  15 m u sc le  g r o u p s .  F i n a l l y  f o c u s s i n g  f o r  a 
few  moments on a p l e a s a n t  r e l a x i n g  s c e n e .  T h is  was 
g e n e r a l l y  c a r r i e d  o u t  in  a s m a l l ,  d im ly  l i t  room u s i n g  
a r e c l i n i n g  r e l a x a t i o n  c h a i r .  A lth ough  t h e  r e l a x a t i o n  
e x e r c i s e s  were s ta n d a r d ,  d i f f e r e n t i a l  em p h a s is  was p u t  
on v a r io u s  m u sc le  g r o u p s  t o  m eet t h e  need  o f  e a c h  
s u b j e c t .  The e x e r c i s e s  were r e p e a t e d  in  s e s s i o n s  two
t o  f i v e ,  a lo n g  w ith  some d i s c u s s i o n  on how t h e
s u b j e c t s  f e l t  t h e y  were p r o g r e s s i n g  w ith  them.
C o g n i t iv e  Therapy
As t h e r e  i s  v e r y  l i t t l e  l i t e r a t u r e  on c o g n i t i v e  
th e r a p y  f o r  poor s l e e p ,  t h e  s t r u c t u r e  o f  t h e  c o g n i t i v e  
th e r a p y  u se d  in  t h i s  s tu d y  w i l l  be d e s c r i b e d  in  
d e t a i l .  I t  was b a se d  on t h e  c o g n i t i v e  r e s t r u c t u r i n g  
m odels  o f  Beck (1 9 7 6 )  and E l l i s  (1 9 6 2 )  in  c o m b in a t io n  
w it h ,  b u t  t o  a l e s s e r  " 'd e g r e e ,  t h e  s e l f - i n s t r u c t i o n a l  
t r a i n i n g  o f  Meichembaum ( 1 9 7 7 ) .  I t  was th e n  a d a p te d  
f o r  u se  in  s l e e p  d i s t u r b a n c e  by t h e  a u t h o r .  The 
u n d e r ly in g  a s su m p tio n  o f  t h i s  th e r a p y  i s  t h a t
p r o c e s s e s  such a s  o v e r g e n e r a l i s a t i o n ,  h o ld in g  
i r r a t i o n a l  b e l i e f s ,  making i n t e r p r e t i v e  e r r o r s  and
s e l f  d e f e a t i n g  n e g a t iv e  s t a t e m e n t s ,  e s c a l a t e  c o g n i t i v e  
a c t i v i t y  which i n  tu r n  m a in t a in s  w a k e f u ln e s s .
The aim o f  th e r a p y  t h e r e f o r e ,  was f i r s t l y  to  i d e n t i f y  
a r o u s in g  t h o u g h t s  and t h e n  to  change them. T h is  was  
c a r r i e d  o u t  in  two s t a g e s ;  th e  f i r s t  s t a g e  w hich  was 
e x p l a i n e d  in  t h e  i n i t i a l  i n t e r v i e w ,  in v o l v e d  s u b j e c t s  
k e e p in g  a d a i l y  r e c o r d  o f  a s  many th o u g h t s  a s  t h e y  
c o u ld  remember h a v in g  in  bed t h e  p r e v io u s  n i g h t .  
D uring a  25 m in u te  d a i l y  homework s e s s i o n  t h e  n e x t  
d a y , s u b j e c t s  exam ined  each  o f  t h e s e  t h o u g h t s  and  
a t te m p te d  t o  produce  some a l t e r n a t i v e s .  In t h e  s e c o n d  
th e r a p y  w eek, u s i n g  t h e  p r e v io u s  w eeks th o u g h t s  a s  
e x a m p le s ,  s u b j e c t s  were i n s t r u c t e d  in  t h e  t e c h n iq u e  o f  
p r o d u c in g  a l t e r n a t i v e  t h o u g h t s .  T h is  i n v o l v e d  g o in g  
th rou gh  a p r o c e s s  o f  e x a m in in g  t h e  e v id e n c e  t o  s u p p o r t  
o r  r e f u t e  t h e  t h o u g h t ,  and u s i n g  t h i s  e v id e n c e  to  
d e c id e  w h eth er  t h e  th o u g h t  was i r r a t i o n a l ,  
e x a g g e r a t e d ,  u n r e a l i s t i c  or d e f e a t i s t  e t c .  When 
n e c e s s a r y ,  s u b j e c t s  were a l s o  e n c o u r a g e d  t o  exam ine  
t h e  e v i d e n c e ,  n o t  o n ly  f o r  t h e  o r i g i n a l  th o u g h t ,  b u t  
a l s o  f o r  t h e i r  b a s i c  u n d e r ly in g  a s s u m p t io n s .  In  
a d d i t i o n ,  s u b j e c t s  were i n s t r u c t e d  t o  d i s t a n c e  
t h e m s e lv e s  from t h e  th o u g h t  and p ro d u ce  an a l t e r n a t i v e  
by im a g in in g  a n o th e r  p e r s o n  in  t h e  same s i t u a t i o n ,  
a n d /o r  by t h e  t h e r a p i s t  p l a y i n g  t h e  s u b j e c t ' s  p a r t ,  
r e q u i r i n g  t h e  s u b j e c t  t o  c o u n c i l  and o f f e r  a more 
r a t i o n a l  a l t e r n a t i v e .  F i n a l l y ,  i n  r e s p o n s e  t o  ea c h  o f  
th e  o r i g i n a l  t h o u g h t s  and f o l l o w i n g  t h e  p r o d u c t io n  o f  
an a l t e r n a t i v e ,  s u b j e c t s  were h e l p e d  t o  p rod u ce  a 
p o s i t i v e  c o p in g  s ta t e m e n t  w hich t h e y  fo u n d  c r e d i b l e  
and r e a s s u r i n g .  In  summary, f o l l o w i n g  t h e  two 
t r a i n i n g  s t e p s  s u b j e c t s  k e p t  a d a i l y  d ia r y  o f  ea ch
s a l i e n t  bed  t im e  t h o u g h t ,  i n i t i a l  d e g r e e  o f  b e l i e f  in  
t h i s  th o u g h t ,  a more r a t i o n a l  a l t e r n a t i v e ,  a p o s i t i v e  
c o p in g  s ta t e m e n t  and t h e  f i n a l  d e g r e e  o f  b e l i e f  in  t h e  
i n i t i a l  t h o u g h t .  The c o m p le te d  homework s h e e t s  w ere  
b ro u g h t t o  ea ch  s e s s i o n  and were u s e d  f o r  t h e  m a t e r i a l  
o f  work in  t h a t  s e s s i o n .  F o l lo w in g  s e s s i o n  tw o ,  b o th  
th e  c o g n i t i v e  and r e l a x a t i o n  g ro u p s  began  t o  u s e  t h e i r  
t e c h n iq u e  a t  bed t im e .  The c o g n i t i v e  group d id  s o ,  by 
i d e n t i f y i n g  an a r o u s in g  th o u g h t ,  and a t t e m p t in g  to  
c o u n t e r a c t  i t s  e f f e c t  by u s in g  one o f  t h e  p o s i t i v e  
c o p in g  s t a t e m e n t s  worked o u t  in  t h e  homework s e s s i o n s .  
S u b j e c t s  th e n  s w i t c h e d  t h e i r  a t t e n t i o n  t o  im a g in in g  a 
p l e a s a n t ,  r e l a x i n g  and e n j o y a b le  s c e n e  o f  t h e i r  own 
c h o i c e .  I f  t h i s  f a i l e d  t o  s t o p  t h e  o r i g i n a l  t h o u g h t ,  
s u b j e c t s  a t t e m p te d  t o  a p p ly  a d e l a y i n g  t a c t i c ,  t h a t  i s  
to  put o f f  t h in k i n g  a b o u t  i t  u n t i l  t h e  n e x t  homework 
s e s s i o n  when t h e y  would work i t  o u t  in  f u l l .  O nly i f  
t h i s  f a i l e d ,  d id  s u b j e c t s  th e n  go on t o  work th ro u g h  
t h e  th o u g h t  a s  in  t h e  homework s e s s i o n s .  In  t h i s  way 
each  th o u g h t  was d e a l t  w ith  and was p r e v e n t e d  from  
s p i r a l l i n g  in  t h e  f a m i l i a r  s t y l e  o f  t h e  poor  s l e e p e r .
THERAPY RATIONALE.
R a t io n a le  was p r e s e n t e d  v e r b a l l y  t o  s u b j e c t s  in  t h e  
f e r s t  s e s s i o n .  They were a l s o  g i v e n  a  hand, o u t  w i t h  a 
summary o f  t h i s  r a t i o n a l e  and a homework s h e e t  t o  t a k e  
home. S u b j e c t s  in  t h e  R e la x a t io n  group w ere g i v e n  t o  
b e l i e v e  t h a t  p h y s i o l o g i c a l  a r o u s a l  was c a u s a l  t o  s l e e p  
d i f f i c u l t y  in  g e n e r a l ,  and t h a t  p r o g r e s s i v e  m u s c le  
r e l a x a t i o n  e x e r c i c e s  would red u ce  t h i s  a r o u s a l ,  th u s
im p ro v in g  s l e e p .  The C o g n i t iv e  th e r a p y  group were  
i n s t r u c t e d  t h a t  in c r e a s e d  m e n ta l  a c t i v i t y  was
r e s p o n s i b l e  f o r  d i s t u r b e d  s l e e p ,  and t h a t  th e  
p r o c e d u r e s  t a u g h t  in  th e r a p y  were d e s ig n e d  to  red u ce  
t h i s  a c t i v i t y ,  r e s u l t i n g  in  s l e e p  im provem ent.
The hand o u t s  w ith  a summary o f  t h e  th e r a p y  r a t i o n a l e  
and homework, a r e  r e p r o d u c e d  i n  a p p e n d ix  F.
DEMAND CHARACTERISTICS
Several" t e c h n iq u e s  have a p p e a r e d  com p arab le  to
r e l a x a t i o n  in  p r o d u c in g  r e p o r t s  o f  im proved s l e e p
under p o s i t i v e  demand i n s t r u c t i o n s .  For some o f  t h e s e  
t e c h n iq u e s  s i m i l a r  e f f e c t s  a r e  n o t  fo u n d  under c o u n te r  
demand i n s t r u c t i o n s .  (B o rk o v ec  e t . a l . ,  1975; S te in m a rk  
& B ork o v ec , 1 9 7 4 ) .  In  a t t e m p t s  t o  c o n t r o l  f o r  demand 
c h a r a c t e r i s t i c s  r e c e n t  s t u d i e s  have  em ployed  c o u n te r  
demand i n s t r u c t i o n s  in  t h e  i n i t i a l  w eeks o f  th e r a p y .  
S i m i la r  c o u n t e r  demand i n s t r u c t i o n s  were g i v e n  in  t h e  
p r e s e n t  s tu d y  t o  c o n t r o l  a s  much a s  p o s s i b l e  fo r  t h e  
c o m p l ic a t e d  demands o f  r e c i e v i n g  t h e r a p y .  F o l lo w in g  
t h e  f i r s t  2 th e r a p y  s e s s i o n s ,  s u b j e c t s  were t o l d  n o t  
t o  e x p e c t  any change in  t h e i r  s l e e p .  A f t e r  t h e  3 rd ,  
4 r th  and 5 th  th e r a p y  " s e s s i o n s ,  s u b j e c t s  were g i v e n  
p o s i t i v e  demand i n s t r u c t i o n s  and w ere t o l d  t h e y  c o u ld  
now e x p e c t  g r e a t  im provem ent in  t h e i r  s l e e p  in  t h e  
f o l l o w i n g  w e e k s .
RESULTS
OUTCOME MEASURES
I n i t i a l  d a ta  r e d u c t io n  i n v o l v e d  c a l c u l a t i o n  o f  t h e  
s u b j e c t ' s  a v e r a g e  s c o r e  on e a c h  i te m  o f  t h e  s l e e p  
d i a r y  f o r  each  week o f  th e  s t u d y .  That i s ,  f o r  t h e  
p r e th e r a p y  b a s e l i n e  week and f o l l o w i n g  each  o f  t h e  
f i v e  w eek ly  th e r a p y  s e s s i o n s .  R e p e a te d  m ea su res  
a n a l y s e s  o f  v a r ia n c e  w ith  6 t r i a l  f a c t o r s  ( B a s e l i n e  & 
th e r a p y  weeks 1 - 5 )  and 2 g r o u p in g  f a c t o r s  ( R e l a x a t i o n  
& C o g n i t i v e ) ,  were p erform ed  on 14 d ia r y  i te m s  o v e r  
t h e  th e r a p y  w eek s .
SLEEP ITEMS
There were s i g n i f i c a n t  r e d u c t i o n s  a c c r o s s  th e r a p y  
w eek s , in  s l e e p  o n s e t  l a t e n c y  ( 5 4 .5 m i n . t o  2 2 .8 m in ,
F = 1 2 .8 6 ,  d f = 5 ,5 8 ,  p < .0 0 0 1 ) ,  r a t e d  d i f f i c u l t y  in
f a l l i n g  a s l e e p  ( 2 .4  to  0 . 7 ,  F = 5 1 .8 2 ,  d f = 5 ,5 8 ,
p < .0 0 0 1 ) ,  and e s t i m a t e d  number o f  aw ak en in g s  d u r in g  
t h e  n ig h t  ( 1 .2  t o  0 . 6 ,  F = 4 .4 3 ,  d f = 5 ,5 8 ,  pK .O O l).
T hese  c h a n g e s  were in d e p e n d e n t  o f  th e r a p y  g r o u p .  
A c r o s s  th e r a p y  weeks t h e r e  was a l s o  a s i g n i f i c a n t  
i n c r e a s e  i n  t o t a l  s l e e p  t im e  (S .O h r s .  t o  6 . 8 h r s ,  
F = 2 .8 0 ,  d f = 5 ,5 8 ,  p< .0011  and q u a l i t y  o f  s l e e p  ( 3 . 2  t o  
3 . 9 ,  F = 5 .2 8 ,  d f = 5 ,5 8 ,  p < .0 0 1 ) ;  a g a i n  t h e s e
im provem ents  were in d e p e n d e n t  o f  th e r a p y  g r o u p . The 
r e p o r t e d  im provem ent on t h e  r e m a in in g  s l e e p  i te m s  
in c l u d i n g  t im e  s p e n t  awake in  t h e  n i g h t ,  m orning  
aw akening and how th e  n i g h t s  s l e e p  com pared w ith  u s u a l  
were n o t  s i g n i f i c a n t  a c r o s s  th e r a p y  w eek s , and t h e r e  
was no s i g n i f i c a n t  th e r a p y  group e f f e c t .
T hese  d a ta  a r e  shown g r a p h i c a l l y  i n  f i g u r e s  1 & 2 .
JJ(Ucn
Ô
QjOJ<u
r-4
CO
0
tn(U
3
C
S
(Ucr(tju
1
37
Counter demand P o sitiv e  demand
60
50
40
30
20
Pretherapy Wk 2 Wk4
Wk 1 Wk 3 Wk 5
Relaxation
Cognitive
Figure 1. Mean sleep  onset latency for the two therapy conditions  
at pretherapy week and follow ing therapy weeks 1 to b .
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NON-SLEEP ITEMS
On t h e  re m a in in g  d i a r y  i t e m s ,  t h e r e  was l i t t l e  
c o n s i s t e n t  c h a n g e .  S u b j e c t s  o n ly  r e p o r t e d  a 
s i g n i f i c a n t  r e d u c t io n  in  p r e - s l e e p  t h o u g h t s  ( 2 .4  t o  
1 . 8 ,  F = 6 .0 3 ,  d f = 5 ,5 8 ,  p < .0 0 0 1 )  and o n ce  a g a in  t h i s  was 
in d e p e n d e n t  o f  th e r a p y  g r o u p .  There was no 
s i g n i f i c a n t  ch an ge in  r e p o r t s  o f  p r e - s l e e p  w o r r i e s ,  
a n x i e t y ,  r e s t l e s s n e s s  or  f e e l i n g s  o f  b e in g  r e f r e s h e d  
in  t h e  m orn in g .
These d a ta  a r e  shown g r a p h i c a l l y  in  f i g u r e s  3 & 4 .
For t h o s e  i te m s  on t h e  q u e s t i o n n a i r e  w hich  i n d i c a t e d  
ch an ge  o v e r  th e r a p y  w eek s ,  b u t w hich  were c a t e g o r y  
a n sw e r s ,  f o r  w hich  p a r a m e tr ic  d i s t r i b u t i o n s  c o u ld  n o t  
be presum ed , t h e  a n a l y s i s  was c h e c k e d  u s in g  a Non 
p a r a m e tr ic  Friedm an a n a l y s i s  o f  v a r i a n c e .  T h is  was 
n o t  done i n i t i a l l y  a s  t h e  Friedm an i s  o n ly  c a p a b le  o f  
one way a n a l y s i s  and w ould n o t  have d e m o n sta te d  any  
th e r a p y  week x group  i n t e r a c t i o n  e f f e c t s ,  had th e y  
b een  p r e s e n t .  The r e s u l t s  u s in g  t h e  Friedm an a r e  
c o n s i s t e n t  w ith  t h o s e  o f  t h e  p r e v io u s  a n a l y s i s .  There  
i s  a s i g n i f i c a n t  im provem ent o v e r  th e r a p y  w eeks in  SOL 
(Friedm an t e s t  s t a t i s t i c ( F t s ) =  2 8 . 8 6 ,  p < .0 0 0 1 )  and
q u a l i t y  o f  s l e e p  ( F t s = 1 8 .7 3 ,  p < . 0 1 ) ,  and a s i g n i f i c a n t  
r e d u c t io n  in  p re  s l e e p  th o u g h t s  ( F t s = 2 3 .8 0 ,  p < .0 0 1 ) .
GENERAL SLEEP QUESTIONNAIRE
a /  I so m n ia c s  p e r c e p t i o n  o f  t h e  d e t e r m in a n t s  o f  
d i s t u r b e d  s l e e p .
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On t h e  i n i t i a l  q u e s t i o n n a i r e  s u b j e c t s  were a sk e d  "what  
do you t h in k  k e e p s  you awake a t  n ig h t ? " .  The f r e e  
a n sw ers  g iv e n  by th e  s u b j e c t s  s u g g e s t s  t h a t  fo r  poor  
s l e e p e r s ,  c o g n i t i v e  a c t i v i t y  i s  s e e n  a s  t h e  m ajor  
d e te r m in a n t  o f  t h e i r  s l e e p  d i s t u r b a n c e .  A t o t a l  o f  
67% o f  t h e  s u b j e c t s  o f  t h i s  s t u d y ,  th o u g h t  t h a t  some 
form o f  c o g n i t i v e  a c t i v i t y  c o n t r i b u t e d  t o  t h e i r  s l e e p  
d i s t u r b a n c e .  T h in k in g  was c i t e d  a s  t h e  s o l e  c a u se  o f  
t h e i r  d i s t u r b e d  s l e e p  by 27% o f  t h e  s u b j e c t s  and  
w o r r ie s  by 7%. A f u r t h e r  20% c i t e d  a c o m b in a t io n  o f  
th o u g h t s  and w o r r ie s  and 13% a c o m b in a t io n  o f  e i t h e r  
t h o u g h t s  or  w o r r ie s  and t e n s i o n .  The rem a in d er  f e l l  
i n t o  th e  " o th er"  c a t e g o r y  and i n c lu d e d  f e a r  o f  n o t  
b e in g  a b le  t o  s l e e p ,  no b e l i e f  in  b e in g  a b l e  t o  s l e e p ,  
n e r v e s ,  f e a r  o f  l o s i n g  c o n t r o l  and "dont know", 
b /  S e l f  l a b e l l i n g
The g e n e r a l  s l e e p  q u e s t i o n n a i r e  w hich  was i n i t i a l l y  
g i v e n  t o  e x c lu d e  u n s u i t a b l e  v o l u n t e e r s ,  was g i v e n  
a g a in  a f t e r  t h e  f i n a l  th e r a p y  s e s s i o n .  The 
d e s c r i p t i v e  d a ta  g e n e r a l l y  s u p p o r t  t h e  f i n d i n g s  o f  t h e  
s l e e p  d i a r y .  In  a d d i t i o n ,  th e y  d e m o n sta te  t h a t  b o th  
t h e r a p i e s  ap p ear  t o  prod u ce  a s h i f t  in  how t h e  
s u b j e c t s  s e e  t h e i r  s l e e p .  A t  t h e  b e g in n in g  o f  
th e r a p y  a l l  s u b j e c t s  v ie w e d  t h e m s e lv e s  a s  e i t h e r  v e r y  
p o o r  or poor  s l e e p e r s .  At t h e  end  o f  th e r a p y  none  
c o n t in u e d  t o  v ie w  t h e m s e l f  a s  a v e r y  p oor  s l e e p e r  and  
s e v e r a l  l a b e l l e d  t h e m s e lv e s  a s  a v e r a g e  or  good  
s l e e p e r s .  The s h i f t  in  s e l f  l a b e l l i n g  i s  shown i n  
t a b l e  1 .
T a b le  1 .
Pre & P o s t - t h e r a p y  s e l f  l a b e l l i n g  in  th e  R e l a x a t i o n  
and C o g n i t iv e  Groups
C o g n i t iv e V .P oor Poor A verage Good V.Good
P r e - t h e r a p y 4 6 0 0 0
P o s t - t h e r a p y
R e l a x a t i o n
0 1 5 4 0
P r e - t h e r a p y 4 5 0 0 0
P o s t - t h e r a p y 0 2 4 2 1
COUNTER DEMAND PERIOD
For t h o s e  i te m s  w hich  i n d i c a t e d  im provem ent o v e r  t h e  
th e r a p y  w eek s ,  t h e r e  was no s i g n i f i c a n t  d i f f e r e n c e  on  
any m ea su re ,  b e tw e e n  t h e  l a s t  week o f  c o u n te r  demand 
i n s t r u c t i o n s  and t h e  f i r s t  week o f  p o s i t i v e  demand 
i n s t r u c t i o n s .  The raw s c o r e s  on t h e  d ia r y  s l e e p  i t e m s  
o v e r  t h e  th e r a p y  w eek s ,  f o r  t h e  two th e r a p y  g r o u p s  
s e p a r a t e l y  a r e  p r e s e n t e d  in  t a b l e  2 . T ab le  3 g i v e s  t h e  
n o n - s l e e p  i te m  s c o r e s .
TREATMENT CREDIBILITY
A p o s t - t h e r a p y  q u e s t i o n n a i r e  was a d m in i s t e r e d  t o  a l l  
s u b j e c t s  a t  t h e  end  o f  t h e  f i n a l  th e r a p y  s e s s i o n .  T h is  
was in te n d e d  t o  a s s e s s  t h e  c r e d i b i l i t y  o f  t h e  th e r a p y  
t e c h n iq u e  and t h e  s u b j e c t s  e x p e c t a t i o n  o f  im p rovem en t.  
The a c t u a l  q u e s t i o n s  a s k e d  were a /"  At t h e  b e g in n in g  
o f  th e r a p y  you were g iv e n  an e x p l a n a t i o n  f o r  p o o r  
s l e e p .  How much was t h i s  e x p l a n a t i o n  a c c e p t a b l e  to
42
TABLE 2.
SLEEP ITEMS. Weekly mean item score for the therapy 
groups at the pre-therapy week, the 2 nd counter demand 
week (WK 2), the 1st positive demand week (WK 3) and 
the final therapy, w e e k .
Pre-therapy 
WK 2 
WK 3 
inal WK 
Difficulty in
Relaxation
Item
SOL
getting to sleep
Pre-therapy 
WK 2 •
WK 3
Final WK 
TST
Pre-therapy 
WK 2 
WK 3 
inal WK 
!lumber of
awakenings
Pre-therapy 
WK 2 
WK 3
Final WK
Quality of sleep
Pre-therapy 
WK 2 
WK 3
Final WK 
Time awake in
the night
Pre-therapy 
WK 2 
WK 3
Final WK
Morning awakening
Pre-therapy 
WK 2 
WK 3
Final WK 
Sleep compared
to usual_______
Pre-therapy 
WK 2 
WK 3
Final WK
37.k 
2 b . 2 
20.9 
Ub.1
3 5 . ?
27.3
20  ; 8
15.3
3.2
3.3
3.6
3.7
2 b . 6
29.9 
1 0 . 1  
96 8
2 9 . 6
3 0 . 0
19.3
17.3
0 . 8  
0 . 3 
0 . 6 
0.5
Gognit iye
X SD X SD
58.1 19.7 5 1 . 2 25.b
3 6 . 2 1 2 . 6 27 . 5 1 9 . 6
29.7 16.9 27.b 13.3
26.7 1 8 . 6 1 9 .b 11 . b
2.3 0.3 2.3 0.3
.2 .1 0 . 6 2 . 1 1 .3
1 . 8 0.5 1 . 8 0.3
0.7 0 . o6 0 .6 0 .1
5.8 0.9 6 . 2 1 . 0
6 .5 1 . 0 6.5 0.9
7.0 1 . 0 6 . 5 0.9
7.0 0 . 6 6 .6 1 . 0
1 .7 1 . 2 0 . 8 0.7
1 . 2 1 .1 0 .6 0 . 8
1 . 1 0.7 0 . b 0.5
0.7 0 . 6 ' 0 . b 0.5
3 . 2 0 . 6 3.2 0 .6
3.b 0 . 6 3.2 0 .6
3.5 0 .6 3.5 0.5
b.O 1 . 0 3.7 0.5
22  . 
35. 
6, 
7
29
30
2
5
9
.3
, 2
.5
3 2 . b 
2 b . 1
3.b
3.9 
3.6
3.9
23.6 
79.9
8.7
1 2 . 6
20
29
bl
20
0 . 6  
1 . n 
0 . b 
0 . 8
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TABLE 3. 
therapy week.
Relaxation
Item
Pre-sleen thought
a c t i v i t y _______
Pre-therapy 
WK 2 
WK 3
Final WK 
Pre-sleep worry
activity___________
Pre-therapy 
WK 2 
WK 3
Final WK
Pre-sleep physical 
restlessness_______
Pre-therapy 
WK 2 
WK 3
Final WK 
Pre-sleep
anxiety
Pre-therapy 
WK 2 
WK 3
Final WK 
Refreshed in
morning
Pre-therapy 
WK 2 
WK 3
Final WK
1.3 
1 . b  
1 .3 
1 . 1
1 . 7  
2.5 
1 .3 
2 . 8
2 .b
2.9
2.9 
2 . 6
0 . 6  
0.5 
0.3 
O.b
0.5
3.b
1 . 6
3.0
0 . 6  
0.5 
0 . 6  
1 . 0
Cognitive
2.3 O.b •. 2 .b
2.3 0.3 2 . 0
2 . 0 0 . 6 1.9
1.7 0.5 1 . 8
1.7 O.b 1 . 6
1 . 6 0.5 1 . 6
1 . 6 O.b 1 .b
1 . 2 0.5 1 .3
1 .3 
1 .b 
1 .b 
1 .3
1 .7 
2.9 
3.3 
1 . 0
2.3
2 .b
2 . 6
2 . 6
O.b 
0.7 
0 . b 
0.5
O.b 
0 . 6  
0.3 
0.3
0.5
0.3
0.3
0.3
0.5 
3.5 
2.9 
1 .5
0 . 6
0.7
0 . 8
O.b
y o u ?" , b /  "How much d id  you b e l i e v e  t h i s  th e r a p y  c o u ld  
h e lp  y o u ? " . The s u b j e c t  an sw ered  by means o f  a 4 
p o i n t  s c a l e  r a n g in g  i n  a g reem en t  from " v ery  much so" 
t o  "not a t  a l l " .  T here was no s i g n i f i c a n t  d i f f e r e n c e  
in  r e p o r t e d  c r e d i b i l i t y  b e tw een  t h e  g ro u p s  on  a 
Mann-Whitney U t e s t  (R el grp mean = 3 .4 ,  m edian  = 4 ,  
Cog grp  m ea n = 3 .6 , m edian = 4 , U=49, N S ) , and no
s i g n i f i c a n t  d i f f e r e n c e  b e tw een  , th e  g ro u p s  on 
e x p e c t a t i o n  o f  im provem ent (R e l grp  m ean = 3 .2 ,  
m edian=3. Cog g rp  mean=3. 0 ,  m edian=3, U = 39 ,N S ).  
A lth ough  t h e s e  p o s t  hoc r a t i n g s  c o u ld  have been  
i n f l u e n c e d  by ou tcom e, th e  r a t i n g s  were made a f t e r  
t e r m in a t io n  o f  th e r a p y  t o  p r e c lu d e  t h e  p o s s i b l e  
p r e t e s t  s e n s i t i z a t i o n  e f f e c t s  on t h e r a p e u t i c  outcom e  
(K azdin  & W i lc o x in ,  1 976;  Lana, 1 9 6 9 ) .
ANXIETY
T here was a s i g n i f i c a n t  p r e - p o s t  th e r a p y  r e d u c t i o n  in  
a n x i e t y ,  a s  m easured  by t h e  t r a i t  form o f  t h e  
S p i e l b e r g e r  q u e s t i o n n a i r e .  T h is  o c c u r r e d  b o th  i n  t h e  
C o g n i t iv e  grou p  ( t = 6 . 2 3 ,  d f= 9 ,  p < .0 0 1 )  and t h e
r e l a x a t i o n  group  ( t = 3 . 8 0 ,  d f= 8 ,  p < . 0 1 ) .  The d e g r e e  o f  
r e d u c t io n  in  a n x i e t y ^  d id  n o t  d i f f e r  s i g n i f i c a n t l y  
betw een  th e  g ro u p s  ( t = 0 . 6 6 2 ,  NS) . The s m a l l  p o s i t i v e  
c o r r e l a t i o n  b etw een  a n x i e t y  r e d u c t i o n  and im provem ent  
i n  s l e e p  o n s e t  l a t e n c y  (SOL) was n o t  s i g n i f i c a n t  
( r = . 2 4 2 , p > l ) .
PRE-THERAPY PSYCHOLOGICAL MEASURES AND OUTCOME 
I n i t i a l  c o r r e l a t i o n  b etw een  t h e  s c o r e s  on t h e  B o rk ovec  
q u e s t i o n n a i r e  and im provem ent in  s l e e p  o n s e t  l a t e n c y
d id  n o t  p rod u ce  any s i g n i f i c a n t  r e l a t i o n s h i p s
4b
FOLLOW UP
A f o l l o w  up q u e s t i o n n a i r e  and s l e e p  d i a r i e s  fo r  one 
week were s e n t  o u t  one month a f t e r  t e r m in a t io n  o f  
t h e r a p y , t o  8 s u b j e c t s  in  each  o f  th e  th e r a p y  g r o u p s . 
These were co m p le te d  and r e tu r n e d  by 5 (62.5%) o f  th e  
r e l a x a t i o n  g r o u p , and 4 (50%) o f  th e  c o g n i t i v e  grou p .
Due to  th e  s m a ll  numbers in  each  g ro u p , l i m i t e d  
s t a t i s t i c a l  p r o c e d u r e s  were c a r r i e d  o u t .  The raw d ata  
a re  g iv e n  in  t a b l e  5 and t h e s e  are  v i s u a l l y  
r e p r e s e n te d  in  f i g u r e s  5 , 6 , 7  & 8.  Improvement appears  
t o  be m a in ta in e d  a c r o s s  m easures and th e  ap p aren t  
i n c r e a s e  in  SOL a t  f o l l o w  up i s  n o t  s i g n i f i c a n t  in  
e i t h e r  group (R e l .G r p ,  t = . 6 8 9 ,  NS, Cog. Grp, t = . 8 6 2 ,  
NS).  The f o l l o w  up d a ta  i n d i c a t e  t h a t  a t  1 month, 
improvement i s  m a in ta in e d .  They do n o t  c o n t r a d i c t  th e  
a ssu m p tio n  t h a t  improvement m ight c o n t in u e ,  a t  l e a s t  
in  th e  r e d u c t io n  o f  p r e - s l e e p  t h o u g h t s .
TABLE 5.
Weekly mean item score for the therapy groups at pre-therapy 
week, the final therapy week (post-therapy), and one month 
follow up. (Relaxation N=5, Cognitive N=b).
. . Pre -therapy Post-therapy Follow up
SOL
Relaxation 5 2 . 2 21 . 0  . 2 7 . 0
Cognitive 39.2 10.5 1 1 . 8
TST . '
Relaxation 5.8 . 7.3 7.b
Cognitive 6 .1 6 . 8 6 . 6
Sleep Quality
Relaxation 3.b b .1 b. 1
Cognitive 3.2 3.9 3.9
Pre-sleep 
thought activity
Relaxation 2 . 0 1 . 8 1 . 5
Cognitive 2.7 1 . 6 1 .b
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Figure 5 . Mean sleep onset latency for the two therapy conditions
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Figure 8. Mean sleep quality for the two therapy conditions at pretherapy 
week, post-therapy and 1 month follow up.
CONTINUED USE OF TECHNIQUE
A l l  fo u r  o f  t h o s e  who had r e c e i v e d  c o g n i t i v e  th e r a p y  
c o n t in u e d  t o  u se  i t  a t  l e a s t  1 -2 /m o n th  ( 2 ) ,  o r  
1 -2 /w e e k  ( 2 ) .  A l l  fo u r  f e l t  t h a t  th e y  no lo n g e r  
need ed  t o  u s e  t h e  t e c h n iq u e  e v e r y  n i g h t .  T hree o f  t h e  
f i v e  s u b j e c t s  who had r e c e i v e d  r e l a x a t i o n  th e r a p y  
c o n t in u e d  t o  u se  i t  a t  l e a s t  1—2/m onth  ( 1 ) ,  1 - 2 /w e e k  
( 1 ) ,  or e v e r y  n ig h t  (1 ) . Of t h e s e  s u b j e c t s ,  one
c la im e d  sh e  no l o n g e r  n eed ed  t o  u se  t h e  t e c h n iq u e  
e v e r y  n ig h t  and t h e  o t h e r  f e l t  s h e  d id  n o t  have  t h e  
t im e .  The two r e m a in in g  s u b j e c t s  no l o n g e r  u s e d  t h e  
t e c h n iq u e  a t  a l l ,  one b e c a u s e  he no l o n g e r  n eed ed  t o  
and th e  o t h e r  b e c a u se  sh e  f e l t  t h a t  i t  d id  n o t  h e lp  
h e r .  Of t h e  c o g n i t i v e  g r o u p ,  t h r e e  (75%) f e l t  t h a t
t h e  t e c h n iq u e  had h e lp e d  t h e i r  s l e e p  v e r y  much and one  
(25%) som ewhat. Of t h e  r e l a x a t i o n  g ro u p , two (40%) 
f e l t  t h a t  t h e  t e c h n iq u e  had h e lp e d  v e r y  much, one
(20%) somewhat and two (70%) a l i t t l e .
HYPNOTIC DRUG & ALCOHOL USE
Four o f  t h e  s u b j e c t s  v^o r e t u r n e d  t h e  f o l l o w  up
q u e s t i o n n a i r e s  had f r e q u e n t l y  b een  u s in g  an h y p n o t i c  
drug to  h e lp  them s l e e p  a t  t h e  b e g in n in g  o f  t h e r a p y .  
Three o f  t h e s e  s u b j e c t s  had b een  in  t h e  r e l a x a t i o n  
group and 1 in  t h e  c o g n i t i v e  g r o u p . A l l  o f  t h e  
s u b j e c t s  had c o n s id e r a b l y  r e d u c e d  t h e i r  h y p n o t i c  u se  
a t  f o l l o w  up, and on e  s u b j e c t  had c o m p le t e l y  
d i s c o n t i n u e d  u s e .  S im i la r  r e d u c t i o n  in  t h e  u s e  o f  
a l c o h o l  a s  an h y p n o t ic  was s e e n  i n  t h e  o n ly  2 s u b j e c t s  
who had u se d  a l c o h o l  f o r  t h i s  p u rp o se  p r i o r  to  
t h e r a p y .
T hese d a ta  a r e  i l l u s t r a t e d  f i g u r e s  9 , 1 0 , 1 1  & 1 2 .
Sut) ject
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Figure Pre-therapy,average number of sleep inducing tablets 
taken per week.
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Subject 2
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Figure 10. Post-therapy average number of sleep inducing 
tablets taken per week.
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Subject 6
Figure 11. Pre-therapy average number of alcoholic drinks 
taken per week.
Subject 5
Subject 6
Figure 12. Post-therapy average number of alcoholic drinks 
taken per week.
DISCUSSION
The r e s u l t s  o f  th e  p r e s e n t  s tu d y  show no s i g n i f i c a n t
d i f f e r e n c e s  b e tw een  R e l a x a t i o n  and C o g n i t iv e  th e r a p y
in  th e  t r e a tm e n t  o f  s u b j e c t i v e l y  r e p o r t e d  m od era te  t o  
s e v e r e  in so m n ia .
OUTCOME MEASURES
S u b j e c t s  in  both  grou p s  r e p o r t e d  a g e n e r a l  im provem ent  
o f  s l e e p  o v e r  th e  th e r a p y  w eek s .  T h is  was h a l lm a r k e d  
oy g e t t i n g  o f f  t o  s l e e p  more q u i c k l y ,  w ak ing  up l e s s  
o f t e n  d u r in g  t h e  n i g h t ,  s l e e p i n g  f o r  a l o n g e r  p e r i o d  
o f  t im e  and r e p o r t i n g  a g e n e r a l  i n c r e a s e  in  q u a l i t y  o f  
s l e e p .  There were no s i g n i f i c a n t  d i f f e r e n c e s  b e tw e e n  
th e  g ro u p s  on any m easure o f  s l e e p  im p rovem en t,  
i n d i c a t i n g  t h a t  C o g n i t iv e  th e r a p y  i s  com p arab le  t o  
R e l a x a t i o n  in  p r o d u c in g  r e p o r t s  o f  im provem ent i n  
s l e e p .  The p e r c e n t a g e  im provem ents  in  SOL o f  b o th  t h e  
R e l a x a t i o n  (54%) and C o g n i t iv e  group  (62% ), a r e  
com parable  w ith  r e p o r t s  in  th e  l i t e r a t u r e  w hich  
a v e r a g e  45% (B o rk o v ec ,  1 9 8 2 )  f o r  R e l a x a t i o n  t h e r a p y .  
These d a ta  a r e  c o n s i s t e n t  w ith  t h e  C o g n i t i v e  
h y p e r a c t i v i t y  th e o r y  p f  in s o m n ia ,  an d  o f f e r  no s u p p o r t  
t o  th e  th e o r y  o f  p h y s i o l o g i c a l  h y p e r a r o u s a l  in  t h e  
m e d ia t io n a l  r o l e  o f  s l e e p  d i s t u r b a n c e .  The a p p a r e n t  
e f f i c a c y  o f  C o g n i t iv e  th e r a p y  in  p r o d u c in g  r e p o r t s  o f  
im proved s l e e p ,  would i n d i c a t e  t h a t  t h e  r e d u c t i o n  o f  
p h y s i o l o g i c a l  a r o u s a l  p e r  s e  i s  n o t  n e c e s s a r i l y  t h e  
a c t i v e  i n g r e d i e n t  o f  s u c c e s s f u l  t h e r a p i e s .  On t h e  
o t h e r  hand, p r o p o n e n ts  o f  t h e  p h y s i o l o g i c a l
h y p e r a r o u s a l  t h e o r y  may a r g u e  t h a t  C o g n i t iv e  th e r a p y  
m igh t be e f f e c t i v e  th ro u g h  t h e  s e c o n d a r y  r e d u c t io n  o f  
ANS a r o u s a l ,  f o l l o w i n g  r e d u c t i o n  in  c o g n i t i v e  
a c t i v i t y .  T h is  e x p l a n a t i o n  h ow ever , would be 
u n su p p o r te d  by t h e  r e s u l t s  o f  s t u d i e s  w hich  have  found  
no c o r r e l a t i o n  b e tw een  p h y s i o l o g i c a l  m easu res  and SOL 
(Browman & T e p a s ,  1976; Good, 1 975;  Haynes e t . a l . ,  
1974; Freedman & P a p s d o r f ,  1976),.  On th e  c o n t r a r y ,  
t h e  p r im ary  r o l e  o f  t h e  r e d u c t i o n  o f  c o g n i t i v e  
a c t i v i t y  in  s l e e p  im provem ent, i s  d i r e c t l y  s u p p o r te d  
by t h o s e  s t u d i e s  w hich  have  d e m o n str a te d  a
r e l a t i o n s h i p  b etw een  c o g n i t i v e  a c t i v i t y  and SOL (H auri  
e t . a l ,  1 9 8 2 ;  B orkovec  e t . a l . ,  1979; M i t c h e l l ,  1 9 7 9 ) .  
T h is  i s  f u r t h e r  s u p p o r te d  by t h e  r e d u c t i o n  in  
c o g n i t i v e  a c t i v i t y  o f  t h e  s u b j e c t s  in  th e  p r e s e n t  
s tu d y .  The i n t r o d u c t i o n  o f  se c o n d a r y  p h y s i o l o g i c a l  
a r o u s a l  a s  t h e  a c t i v e  i n g r e d i e n t  o f  t h e  C o g n i t iv e  
th e r a p y  u s e d  in  t h i s  s t u d y ,  i s  u n n e c e s s a r y  t o  e x p l a i n  
t h e  r e s u l t s  o b t a in e d .  R e fe r e n c e  t o  c o g n i t i v e
p r o c e s s e s  a lo n e  may be s u f f i c i e n t  t o  e x p l a i n  t h e  
s u c c e s s ,  n o t  o n ly  o f  t h e  o v e r t l y  C o g n i t iv e  t h e r a p i e s ,  
b u t p o s s i b l y ,  a l s o  o f  t h e  R e l a x a t i o n  t h e r a p i e s .
F u r th e r  s u p p o r t  f o r  th,e m e d ia t i o n a l  r o l e  o f  c o g n i t i v e  
h y p e r a c t i v i t y  in  poor s l e e p  w i l l  be d i s c u s s e d  in  t h e  
n o n - s l e e p  i te m  s e c t i o n  l a t e r  in  t h i s  c h a p t e r .
As th e  p r e s e n t  s tu d y  d id  n o t  em ploy  a n o - t r e a t m e n t  
c o n t r o l  grou p  o r  o b j e c t i v e  v e r i f i c a t i o n  o f  
im provem ent, i t  i s  open  t o  t h e  c r i t i c i s m s  w hich  b e f a l l  
many s l e e p  s t u d i e s .  I t  i s  o f t e n  a r g u e d  t h a t  e i t h e r
a c t u a l  o r  p h e n o m e n o lo g ic a l  s l e e p  c h a n g e s  o c c u r  o v e r  
t im e  due t o  demand c h a r a c t e r i s t i c s  o r  p la c e b o  e f f e c t s .  
In t h e  p r e s e n t  s tu d y  th e  i n i t i a l  em ploym ent o f  
co u n ter -d em a n d  i n s t r u c t i o n s  and t h e  s e l e c t i v e  ch a n g e  
in  s l e e p  would a rg u e  a g a i n s t  t h i s  e x p l a n a t i o n .  
C ounter-dem and (CD) i n s t r u c t i o n s  were g i v e n  in  t h i s  
s tu d y  in  an a t te m p t  t o  c o n t r o l  f o r  c o m p lia n c e  w ith  
p o s i t i t i v e  demands o f  th e  e x p e r im e n te r .  Under t h e s e  
c o n d i t i o n s ,  s l e e p  im provem ent d id  o c c u r  th r o u g h o u t  t h e  
th e r a p y  w eek s ,  and o v e r  50% o f  t h e  SOL r e d u c t i o n  
o c c u r r e d  in  t h e  CD p e r i o d .  Such im provem ent h a s  n o t  
b een  shown t o  o c c u r  in  p la c e b o  g rou p s  under CD 
c o n d i t i o n s  (S te in m a rk  & B o rk o v ec ,  1 9 7 4 ) .  The u s e  o f  
CD in  t h e  p r e s e n t  s t u d y ,  a l l o w s  some c o m p a r iso n  
b etw een  t h e s e  d a ta  and t h o s e  o f  p r e v io u s  s t u d i e s  w hich  
have u se d  both  CD and p la c e b o .  When t h e  CD was u se d  
in  t h i s  s tu d y  h ow ever , i t  was n o t  presum ed t h a t  t h e  CD 
i t s e l f  was w i t h o u t  e f f e c t ,  or  in d e e d  t h a t  i t  a c t u a l l y  
c o u n t e r a c t e d  t h e  p o w e r fu l  p o s i t i v e  demands i n h e r e n t  in  
p a r t i c i p a t i n g  in  t h e r a p y .  O v ert  demands w ere rem oved ,  
b u t t h e  more s u b t l e  demands o f  p a r t i c i p a t i n g  in  
th e r a p y  were n o t  c o n t r o l l e d  f o r .  No c h e c k s  w ere  made 
on what s u b j e c t s  a c t u a l l y  b e l i e v e d  would happen  to  
t h e i r  s l e e p  o v e r  t h e  f i r s t  few  w eeks o f  t h e r a p y .  In  
a d d i t i o n ,  t h e  CD i n s t r u c t i o n s  t h e m s e lv e s  may h ave  some 
e f f e c t  on r e d u c in g  SOL th rou gh  p a r a d o x ic a l  i n t e n t  
(Turner & A s c h e r ,  1 9 7 9 ) .  W hile  a c c e p t i n g  t h i s  
p o s s i b i l i t y ,  one can  s t i l l  c o n c lu d e  t h a t  t h e  i n i t i a l  
e f f e c t s  were c o u n t e r  t o  t h e  o v e r t  t h e r a p i s t  demand 
c h a r a c t e r i s t i c s .  In  a d d i t i o n ,  t h e  im provem ent in  t h i s
p e r i o d  was com parab le  to  t h a t  r e p o r t e d  in  e a r l i e r  
s t u d i e s  f o r  r e l a x a t i o n ,  and d i s s i m i l a r  t o  t h e  e f f e c t s  
o f  p la c e b o  under t h e  same CD i n s t r u c t i o n s .  F u r th e r  
e v id e n c e  in  s u p p o r t  o f  a c t u a l ,  r a t h e r  th a n
p h e n o m e n o lo g ic a l  im provem ent o v e r  t h e  th e r a p y  w eek s ,  
comes from th e  s e l e c t i v e  n a tu r e  o f  t h e  im provem ent  
r e p o r t s .  There was no s i g n i f i c a n t  im provem ent in  t im e  
s p e n t  awake in  th e  n i g h t ,  m orning a w a k en in g ,  o r  how 
t h e  n i g h t s  s l e e p  com pared w ith  u s u a l .  I f  t h e  r e p o r t e d  
ch a n g e  in  s l e e p  was due t o  p la c e b o  e f f e c t s ,  or in  
r e s p o n s e  t o  demand c h a r a c t e r i s t i c s ,  i t  would  be
d i f f i c u l t  t o  e x p l a i n  why a t  l e a s t  two o f  t h e s e  s l e e p
p a r a m e te r s  sh o u ld  rem ain  u n a f f e c t e d .  One m ig h t  
n a t u r a l l y  e x p e c t  t o  be awake f o r  l e s s  t im e  i n  t h e  
n ig h t  i f  aw akening  f e w e r  t im e s  and s l e e p i n g  f o r  
l o n g e r .  One w ould a l s o  e x p e c t  t o  r a t e  s l e e p  q u a l i t y  
a s  i n c r e a s i n g l y  b e t t e r  th a n  u s u a l ,  a s  th e r a p y  
p r o g r e s s e s .  The f i r s t  o f  t h e s e  ca n  be e x p l a i n e d  by 
c o n s i d e r i n g  t h e  n a tu r e  o f  s u b j e c t i v e  e s t i m a t e s  o f  
v a r io u s  s l e e p  p a r a m e te r s .  S u b j e c t i v e  e s t i m a t e s  a r e
p ro n e  t o  some d e g r e e  o f  e r r o r ,  and t h i s  i s  m a g n i f i e d  
when in  a s t a t e  o f  d r o w s in e s s ,  such  a s  when aw ak en in g  
b r i e f l y  i n  t h e  n i g h t .  * The l a c k  o f  s i g n i f i c a n t  ch a n g e  
in  e s t i m a t e s  o f  t im e  awake i n  t h e  n i g h t ,  a r e  l i k e l y  t o  
r e f l e c t  t h e  d i f f i c u l t  n a tu r e  o f  t h e  t a s k ,  r a t h e r  th a n  
demand c h a r a c t e r i s t i c s ,  which w ould  be more l i k e l y  t o  
p rod u ce  r e p o r t s  o f  im provem ent. S i m i l a r l y ,  l a c k  o f  
s i g n i f i c a n t  ch an ge in  e s t i m a t e s  o f  how t h e  p r e v io u s  
n i g h t s  s l e e p  compared w ith  u s u a l ,  s u g g e s t  t h a t
s u b j e c t s  were b a s in g  t h e i r  a n sw e r s  on t h e i r  a c t u a l
p e r c e p t i o n s  o f  t h e i r  s l e e p ,  r a t h e r  th a n  f u l f i l l i n g  
demand c h a r a c t e r i s t i c s .  With a g r a d u a l  s l e e p  
im provem ent o v e r  s e v e r a l  w e e k s ,  w hat t h e  s u b j e c t s  
c o n s id e r e d  a s  u s u a l  f o r  t h ^  may a l s o  h ave  ch a n g ed .  
With such a s l i d i n g  s c a l e  f o r  what was c o n s id e r e d  a s  
' u s u a l ' ,  i t  i s  u n l i k e l y  t h a t  c o m p a r a t iv e  im provem ent  
on a n i g h t l y  b a s i s  would be r e p o r t e d .  The p a t t e r n  o f  
t h e  outcom e r e s u l t s  t h e n ,  i s  more c o n s i s t e n t  w ith  
s u b j e c t i v e  e s t i m a t e s  o f  a c t u a l  ch a n g e  in  s l e e p ,  r a t h e r  
th a n  ■ r e p o r t s  g i v e n  to  m eet w ith  demand 
c h a r a c t e r i s t i c s .
NON-SLEEP ITEMS
The d i r e c t  l i n k  b etw een  c o g n i t i v e  a c t i v i t y  and s l e e p  
i s  f u r t h e r  s u p p o r te d  by th e  r e s u l t s  o f  t h e  a n a l y s e s  o f  
v a r ia n c e  on t h e  n o n - s l e e p  i t e m s .  T h ere  was a 
s i g n i f i c a n t  r e d u c t i o n ,  in  p r e - s l e e p  t h o u g h t s  in  both  
t h e  C o g n i t iv e  and R e l a x a t i o n  g r o u p s ,  o v e r  th e r a p y  
w eek s .  As t h i s  was t h e  t a r g e t  o f  t h e  C o g n i t iv e  
th e r a p y ,  i t  i s  u n s u r p r i s in g  t h a t  p r e - s l e e p  c o g n i t i o n s  
were r e d u c e d  in  t h i s  g ro u p . The t a r g e t  f o r  R e l a x a t i o n  
how ever , was p h y s i o l o g i c a l  a r o u s a l ,  y e t  t h e r e  was a 
com parab le  r e d u c t io n  in  p r e - s l e e p  t h o u g h t s  in  t h i s  
g r o u p , w ith  no ch an ge  a t  a l l  in  p h y s i c a l  r e s t l e s s n e s s .  
A g a in ,  t h e s e  d a ta  su p p o r t  th e  n o t io n  t h a t  t h e  a c t i v e  
i n g r e d i e n t  o f  R e l a x a t i o n  th e r a p y ,  i s  in  f a c t  c o g n i t i v e  
in  n a tu r e .  As no p h y s i o l o g i c a l  m ea su res  w ere made 
how ever, i t  i s  d i f f i c u l t  t o  a s s e s s  in  t h i s  s t u d y ,  t h e  
a c t u a l  r e l a t i o n s h i p ,  i f  a n y ,  b e tw e e n  c o g n i t i v e  
a c t i v i t y  and p h y s i o l o g i c a l  a r o u s a l ,  an d  t h e
r e l a t i o n s h i p  b etw een  t h e s e  and SOL. N e v e r t h e l e s s ,  i t  
i s  p o s s i b l e  to  draw on p r e v io u s  s t u d i e s  w hich  have  
d e m o n s tr a te d  a r e l a t i o n s h i p  b etw een  c o g n i t i v e  a c t i v i t y  
and SOL (B o rk o v ec  e t . a l . ,  1979; M i t c h e l l ,  1 9 7 9 ) ,  and  
no c o r r e l a t i o n  betw een  p h y s i o l o g i c a l  m easu res  and SOL 
(Browman & T ep a s ,  1976; Freedman & P a p s d o r f ,  197 6; 
Good, 1975; Haynes e t . a l . ,  1 9 7 4 ) .  G iven  t h i s ,  one  
m ight r e a s o n a b ly  h y p o t h e s i s e  t h a t  t h e r e  w ould be no 
r e l a t i o n s h i p  b etw een  th e  r e d u c t io n  o f  c o g n i t i v e  
a c t i v i t y ,  w ith  R e l a x a t i o n  and C o g n i t iv e  t h e r a p y ,  and  
p h y s i o l o g i c a l  a r o u s a l .  T h is  how ever , c a n n o t  be 
c o n c lu d e d  from th e  d a ta  o f  t h e  p r e s e n t  s t u d y ,  and  
f u r t h e r  r e s e a r c h  i n c o r p o r a t in g  t h e s e  m ea su res  i s  
r e q u ir e d .
The f a c t  t h a t  t h e r e  was no s i g n i f i c a n t  - r e d u c t i o n  in  
p r e - s l e e p  w o r r i e s ,  i s  c o n s i s t e n t  w ith  r e s u l t s  o f  
p r e v io u s  s t u d i e s ,  w h ich  h ave  fou n d  good  and poor  
s l e e p e r s  t o  d i f f e r  on f r e q u e n c y  o f  s e l f  d e f i n e d  p r e -  
s l e e p  " th o u g h ts"  and n o t  on " w o rr ie s"  (Tomeny, 
u n p u b l i s h e d  m a n u s c r ip t ) .  T h is  s u g g e s t s  t h a t  i t  i s  
r e p e t i t i v e  t h o u g h t s  w hich keep  p e o p le  awake r a t h e r  
th a n  w o r r ie s  or a n x i e t y .  T h is  i s  s u p p o r te d  by 
in so m n ia c s  p e r c e p t i o n  o f  t h e  c a u s e  o f  t h e i r  s l e e p  
d is t u r b a n c e  ( L i c h s t e i n ,  & R o s e n th a l  1 9 8 0 ) .  In  t h e  
p r e s e n t  s t u d y ,  t h o u g h t s  were c i t e d  a lm o s t  fo u r  t im e s  
a s  o f t e n  a s  w o r r i e s ,  a s  t h e  p e r c e i v e d  c a u s e  o f  t h e  
s u b j e c t ' s  own s l e e p  d i s t u r b a n c e .  A lth o u g h  n e r v o u s n e s s  
was c i t e d  by one s u b j e c t ,  a n x i e t y  p er  se  was n o t  
th o u g h t  t o  be c a u s a t i v e  by a n y .  T h is  i s  h e ld  up by
t h e  c o n t e n t  o f  th e  c o g n i t i v e  d i a r i e s  and a l s o  by th e  
l a s t  q u e s t i o n  o f  t h e  s l e e p  d ia r y ;  "what was ru n n in g  
th rou gh  your mind b e f o r e  f a l l i n g  a s l e e p  l a s t  n ig h t ? " .  
The l a t t e r  was c o m p le te d  e v e r y  n i g h t  by a l l  s u b j e c t s .  
T hese r e s u l t s  s u p p o r t  . t h e  r o l e  o f  c o g n i t i v e  a c t i v i t y  
in  th e  form o f  u n c o n t r o l l a b l e  t h o u g h t s ,  a s  a m e d ia t in g  
f a c t o r  o f  d i s t u r b e d  s l e e p .  T hese i n t r u s i v e ,  
u n c o n t r o l l a b l e  t h o u g h t s  may s e r v e  to  p o s tp o n e  t h e  
move from a r e a l i t y  o r i e n t e d  prob lem  s o l v i n g  t y p e  o f  
t h in k i n g  t o  t h e  h y p n o g o g ic  t y p e  o f  m e n ta t io n  u s u a l  f o r  
f a l l i n g  a s l e e p .
ANXIETY
W hile t h e r e  was a s i g n i f i c a n t  r e d u c t i o n  in  t r a i t  
a n x i e t y  p r e - p o s t  t h e r a p y ,  f o r  both  t h e  R e l a x a t i o n  and  
C o g n i t iv e  g r o u p s ,  t h i s  r e d u c t i o n  d id  n o t  c o r r e l a t e  
w ith  im provem ent in  SOL. N e i t h e r  was t h e r e  any  
s i g n i f i c a n t  ch a n g e  in  r e p o r t s  o f  n i g h t l y ,  p r e - s l e e p  
a n x i e t y  o v e r  t h e  th e r a p y  w e e k s .  The l a t t e r  m easure  
how ever , was i n  t h e  form o f  a 4 p o i n t  r a t i n g  s c a l e  and  
would n o t  be s e n s i t i v e  enough t o  p i c k  up s l i g h t  
v a r i a t i o n  i n  a x i e t y .  A v i s u a l  a n o lo g u e  may h ave b een  
a more u s e f u l  t o o l  t o  em p lo y ,  t o  gauge f i n e  mood 
c h a n g e s .  The r e s u l t s  a s  t h e y  s t a n d ,  h o w ev er , s u g g e s t  
t h a t  w ith  b o th  R e l a x a t i o n  and C o g n i t iv e  th e r a p y  t h e r e  
i s  an im provem ent in  s l e e p ,  a lo n g  w ith  a r e d u c t i o n  in  
t r a i t  a n x i e t y .  The p r e s e n t  s tu d y  h a s  n o t  d e m o n s tr a te d  
a s i g n i f i c a n t  r e l a t i o n s h i p  b etw een  a n x i e t y  r e d u c t i o n  
and im provem ent in  SOL. From t h e s e  d a ta  t h e n ,  t h e r e  
i s  no i n d i c a t i o n  t h a t  e i t h e r  R e la x a t io n  or  C o g n i t iv e
#th e r a p y  prom otes improvement in  SOL through  r e d u c t io n  
in  a n x i e t y .
FOLLOW UP
The q u e s t i o n n a i r e  d a ta  c o l l e c t e d  a t  f o l l o w  up, 
s u g g e s t  t h a t  t h e  improvement in  s l e e p  p roduced  w ith
e i t h e r  R e l a x a t i o n  or  C o g n i t iv e  t h e r a p y ,  i s  m a in ta in e d  
a t  l e a s t  one  month l a t e r .  Due t o  t h e  c o n s t r a i n t s  on  
t h e  o v e r a l l  p e r io d  o f  t h i s  r e s e a r c h ,  a l o n g e r  f o l l o w  
up was n o t  p o s s i b l e .  T h is  would o f  c o u r s e ,  have b een  
p r e f e r a b l e .  M ain tenan ce  o f  im provem ent i n  s l e e p  w ith  
R e la x a t io n  th e r a p y  h a s  p r e v i o u s l y  b een  r e p o r t e d  some 
f i v e  months f o l l o w i n g  th e r a p y  (B o r k o v e c ,  1 9 8 2 ) .  No 
such d a ta  p r e s e n t l y  e x i s t  f o r  C o g n i t iv e  t h e r a p y ,  
a lth o u g h  m a in te n a n c e  o f  im provem ent has b e e n  r e p o r t e d  
a t  a fo u r  month f o l l o w  u p , f o r  c o m b in a t io n  t h e r a p i e s  
i n v o l v i n g  both m u sc le  and m en ta l  r e l a x a t i o n  ( M i t c h e l l  
& W hite , 1 9 7 7 ) .  The q u e s t i o n  o f  lo n g  term  e f f i c a c y  o f  
C o g n i t iv e  th e r a p y  f o r  poor s l e e p  t h e r e f o r e ,  must 
rem ain  u n r e s o lv e d  w h i le  a w a i t in g  f u r t h e r  s t u d i e s ,  or  
f o l l o w  up o f  t h e  p r e s e n t  s tu d y  a t  a l a t e r  d a t e .
C o n s id e r in g  t h e  q u e s t i o n n a i r e  d a ta  o f  b o th  th e r a p y  
g ro u p s  a t  f o l l o w  up, i t  w ould  seem t h a t  more s u b j e c t s  
a r e  l i k e l y  t o  c o n t in u e ,  a t  l e a s t  o c c a s i o n a l  u s e  o f  t h e  
C o g n i t iv e  th a n  th e  R e l a x a t i o n  t e c h n iq u e ,  i n  t h e  lo n g  
term . None o f  t h e  s u b j e c t s  in  t h e  C o g n i t iv e  gro u p  had  
abandoned i t  c o m p le t e l y ,  w h erea s  two o f  t h e  f i v e  in  
t h e  R e l a x a t i o n  group had . In a d d i t i o n ,  t h e  C o g n i t iv e  
group seem ed t o  f i n d  t h e i r  t e c h n iq u e  had h e lp e d  t h e i r  
s l e e p  more th a n  t h e  R e l a x a t i o n  g r o u p .  I t  i s  a l s o  
n o te w o r th y ,  t h a t  t h e  o n ly  two v e r y  n e g a t i v e  l e t t e r s  
d e c r y in g  t h e  u s e f u l n e s s  o f  th e r a p y ,  had b o th  come from  
women who had b een  in  th e  R e l a x a t i o n  g r o u p . I t  s h o u ld  
be n o ted  t h a t  t h e  above o b s e r v a t i o n s  m ust be v ie w e d  a s  
a n e c d o t a l ;  t h e y  a re  n o t  s u p p o r te d  by s a t i s t i c a l
a n a l y s i s .  In  g e n e r a l  i t  w ou ld  ap p ear  t h a t  im provem ent  
in  s l e e p  was m a in t a in e d  and t h a t  s u b j e c t s  f e l t  t h e  
th e r a p y  had b e e n  i n s t r u m e n t a l  in  t h i s .  There  
i s  f u r t h e r  e v id e n c e  from th e  drug and a l c o h o l  d a ta
t h a t  t h e s e  r e p o r t s  o f  s l e e p  im provem ent do r e f l e c t  
" a c tu a l"  im provem ent. A l l  o f  t h e  s u b j e c t s  who had 
b een  u s in g  e i t h e r  h y p n o t i c  d ru g s  or  a l c o h o l  t o  h e lp  
them to  s l e e p  a t  p r e - t h e r a p y ,  had r e d u c e d  in t a k e  a t  
t h e  f o l l o w  up. A lth o u g h  o n e  c a n n o t  be d e f i n i t e  t h a t  
t h e  ch an ge  w ould  n o t  have o c c u r r e d  w i t h o u t  t h e r a p y ,  
t h e r e  i s  e v id e n c e  t o  s u p p o r t  a r e l a t i o n s h i p .  A l l  fo u r  
o f  t h e  s u b j e c t s  who r e d u c e d  h y p n o t ic  u s e ,  had been  
d ep en d en t on t h e  d ru gs  f o r  a t  l e a s t  one y e a r ,  w ith  a 
mean u se  o f  n in e  y e a r s .  The s u b j e c t  who d i s c o n t i n u e d  
u s e ,  had b een  d ep en d en t  on h y p n o t ic  d ru gs  fo r  t h i r t y  
y e a r s .  The l a s t  s u b j e c t  r e l a t e d  her  s u c c e s s  in  
w ith d r a w in g  from  the. d ru gs  d i r e c t l y  t o  th e  h e lp  o f  
" th e  t h e r a p i s t  and th e r a p y " .  L ik e w is e ,  both  s u b j e c t s  
who were no l o n g e r  d e p e n d e n t  on t h e  s o p o r i f i c  e f f e c t s  
o f  a l c o h o l ,  r e p o r t e d  t h a t  th e r a p y  had p r o v id e d  an 
a l t e r n a t i v e  means o f  g e t t i n g  to  s l e e p .  In  summary o f  
t h e  f o l l o w  up d a t a ,  t h e r e  i s  some e v id e n c e  f o r  th e  
lo n g  term  e f f i c a c y  o f  both  R e l a x a t i o n  and C o g n i t iv e
t h e r a p y ,  in  p r o d u c in g  s l e e p  im provem ent, and r e d u c in g  
dep en d en cy  on a l c o h o l  o r  d rugs t o  prom ote  s l e e p .  The
arguem ent f o r  t h e  lo n g  term  e f f i c a c y  o f  C o g n i t iv e
th e r a p y  would b e n e f i t  from a more c o m p le te ,  l o n g e r  
term  r e p l i c a t i o n .
SUMMARY
The r e s u l t s  o f  t h e  p r e s e n t  s tu d y  a r e  c o n s i s t e n t  w ith  
t h e  s u g g e s t i o n  t h a t  t h e  a c t i v e  i n g r e d i e n t  o f  
R e l a x a t i o n  th e r a p y  i s  c o g n i t i v e ,  r a t h e r  th a n  
p h y s i o l o g i c a l .  The s u c c e s s  o f  t h e  pure  C o g n i t iv e  
t h e r a p y  in  t h e  p r e s e n t  s t u d y ,  i m p l i e s  t h a t  i t  i s  
u n n e c e s s a r y  to  assume a r e l a t i o n s h i p  b e tw een  t h e  
r e d u c t io n  o f  p h y s i o l o g i c a l  a r o u s a l  p er  s e  and  im proved  
s l e e p .  The m e d ia t io n a l  r o l e  o f  c o g n i t i v e  a c t i v i t y  in  
p oor s l e e p ,  i s  f u r t h e r  su p p o r te d  by t h e  s u b j e c t ' s  own 
p e r c e p t i o n s  o f  t h e  d e te r m in a n t s  o f  t h e i r  own s l e e p  
d i s t u r b a n c e .  S e c o n d ly ,  t h e r e  was a r e d u c t i o n  o f  
p r e - s l e e p  th o u g h t  a c t i v i t y ,  i n  c o n j u n c t i o n  w ith  
im proved s l e e p ,  in  both  t h e  C o g n i t iv e  and R e l a x a t i o n  
g r o u p s  o v e r  th e r a p y  w eek s .  T h ese  r e s u l t s  p r o v id e  
f u r t h e r  e v id e n c e  t o  s u p p o r t  t h e  h y p o t h e s i s ,  t h a t  
c o g n i t i v e  a c t i v i t y  i s  a c a u s a t i v e  f a c t o r  in  s l e e p  
d i s t u r b a n c e .  By c o n t r o l l i n g  t h i s  c o g n i t i v e  a c t i v i t y ,  
which i s  in c o m p a t ib le  w ith  s l e e p ,  t h e  i n d i v i d u a l  may 
p e r m it  t h e  move from a r e a l i t y  o r i e n t e d ,  p ro b lem  
s o l v i n g  t y p e  o f  t h i n k i n g ,  t o  a more h y p n o g o g ic  t y p e  o f  
m e n ta t io n .  Thus, a c h i e v i n g  w hat h as  b een  s u g g e s t e d  t o  
be t h e  normal m e n ta t io n  f o r  f a l l i n g  a s l e e p  ( F o u lk e s  & 
V o g e l ,  1 9 6 5 ) .
The p r e s e n t  s tu d y  makes some c o n t r i b u t i o n  t o  o u r  
kn ow led ge  o f  t h e  f a c t o r s  which m e d ia te  d i s t u r b e d  
s l e e p .  The r e s u l t s  a r e  c o n s i s t e n t  w ith  t h e  C o g n i t i v e  
h y p e r a c t i v i t y  th e o r y  o f  poor  s l e e p .  The f i r s t  o f  t h e  
two t h e o r i e s ,  which i n v o l v e s  p h y s i o l o g i c a l
h y p e r a c t i v i t y ,  i s  s u p p o r te d  by e a r l y  s t u d i e s  which  
showed poor s l e e p e r s  t o  be more p h y s i o l o g i c a l l y  
a r o u se d  th a n  go o d  s l e e p e r s .  The p h y s i o l o g i c a l  
h y p e r a c t i v i t y  t h e o r y  i s  a l s o  s u p p o r te d  by t h e  f a c t  
t h a t  r e l a x a t i o n  b a se d  t h e r a p i e s  a r e  s u p e r io r  to  
p la c e b o  and n o - t r e a t m e n t  c o n t r o l s  in  p r o d u c in g  s l e e p  
im provem ent. Problem s w ith  t h i s  t h e o r y  a r e :  i )  t h a t
t h e  p h y s i o l o g i c a l  r e s u l t s  from s e v e r a l  s t u d i e s  a r e  
i n c o n s i s t e n t ;  i i )  p h y s i o l o g i c a l  m easu res  do n ot  
c o r r e l a t e  w ith  each  o t h e r  or  w ith  ch an ge in  s l e e p  
o n s e t  l a t e n c y ;  and i i i )  th e  p r i n c i p a l  a c t i v e  
i n g r e d i e n t  o f  th e  t h e r a p i e s  b a se d  on t h e  p h y s i o l o g i c a l  
h y p e r a c t i v i t y  t h e o r y ,  a r e  unknown. Thus th e  
r e l a x a t i o n  b a se d  t h e r a p i e s  may produce  an e f f e c t  
th rou gh  t h e  r e d u c t i o n  o f  p h y s i o l o g i c a l  a c t i v i t y  a n d /o r  
t h e  c o n t r o l  o f  i n t r u s i v e  c o g n i t i o n s ,  th rou gh  t h e  
f o c u s s i n g  o f  a t t e n t i o n .
The c o g n i t i v e  h y p e r a c t i v i t y  t h e o r y  on t h e  o t h e r  hand ,  
i s  su p p o r te d  by: i )  i n s o m n i a c ' s  p e r c e p t i o n s  o f  t h e
c a u se  o f  t h e i r  s l e e p  d i s t u r b a n c e ;  i i )  t h e  h ig h e r  
r e p o r t s  o f  p r e - s l e e p  i n t r u s i v e  c o g n i t i o n s  in  
in so m n ia c s  compared «with n orm a ls;  and  i i i )  th e  
c o r r e l a t i o n  b etw een  t h e  r e d u c t i o n  in  s l e e p  o n s e t  
l a t e n c y  and c o g n i t i v e  a c t i v i t y .  The e v id e n c e  drawn 
from t h e  l i t e r a t u r e  i s  in a d e q u a te  t o  p r o v id e  an an sw er  
t o  th e  prob lem  o f  w h eth er  d i s t u r b e d  s l e e p  i s  due t o  
p h y s i o l o g i c a l  o r  c o g n i t i v e  h y p e r a c t i v i t y .  The p r e s e n t  
s tu d y  compared t h e  e f f e c t s  o f  R e l a x a t i o n  t h e r a p y ,  w ith  
b oth  p h y s i o l o g i c a l  and c o g n i t i v e  co m p o n en ts ,  w ith  a
p u re  C o g n i t iv e  th e r a p y  in  t h e  hope o f  c o n t r i b u t i n g  
to w a rd s  a s a t i s f a c t o r y  r e s o l u t i o n  o f  t h i s  t h e o r e t i c a l  
q u e s t i o n .  The r e s u l t s  su p p o r t  t h e  m e d ia t io n a l  r o l e  o f  
c o g n i t i v e  a c t i v i t y  in  d e la y in g  s l e e p  o n s e t  l a t e n c y ,  
and a r e  c o n s i s t e n t  w ith  t h e  c o g n i t i v e  h y p e r a c t i v i t y  
th e o r y  o f  d i s t u r b e d  s l e e p .
METHODOLOGICAL CONSIDERATIONS
1 .  The p r e s e n t  s tu d y  em p loyed  s u b j e c t i v e  r e p o r t s  o f  
s l e e p  p a r a m e te r s  a s  outcom e m e a su r e s .  A lth o u g h  a 
s tu d y  o f  s u b j e c t i v e  in so m n ia  i s .  j u s t i f i e d ,  a s  i t  i s  
m ere ly  t h e  "co m p la in t"  o f  in so m n ia  w hich  u s u a l l y  
p rom otes  drug p r e s c r i p t i o n  or  t h e r a p y ,  i t  l e a v e s  t h e  
q u e s t i o n  o f  " a c tu a l"  e f f i c a c y  o f  th e r a p y  u n an sw ered .
2 .  C ou n ter  demand i n s t r u c t i o n s  were em p lo y ed  in  an
a t te m p t  t o  c o n t r o l  f o r  o v e r t  th e r a p y  demands on s e l f
r e p o r t s  o f  s l e e p  im provem ent. W hile  t h e  p r e s e n t  s tu d y  
a c c e p t s  t h e  c o n t r o v e r s y  o v e r  t h e  e f f e c t  o f  CD 
c h a r a c t e r i s t i c s ,  t h e y  were em p loyed  t o  a l l o w
co m p a riso n  w ith  p r e v io u s  r e s e a r c h .  The p o s i t i v e
demands w ere g i v e n  a f t e r  t h e  m id d le  week o f  t h e r a p y ,  
i e  a f t e r  t h e  3rd o f  t h e  5 s e s s i o n s .  G iv en  t h e
c o m p l ic a t e d  n a tu r e  o f  t h e  C o g n i t iv e  th e r a p y  and t h e
need  f o r  t h e  i n s t r u c t i o n s  to  be g i v e n  o v e r  2 w e e k s ,  i n  
r e t r o s p e c t  i t  may have  b een  more u s e f u l  t o  em ploy  t h e  
CD f o r  1 f u r t h e r  w eek. T h is  w ould  have g i v e n  1 
b a s e l i n e  w eek , 3 w eeks under CD and 2 w eek s  under  
p o s i t i v e  demand.
3 .  The 4 p o i n t  ra tL n g  s c a l e  f o r  p r e - s l e e p  a n x i e t y  
m ight b e n e f i c i a l l y  h ave  b een  r e p la c e d  by a more
s e n s i t i v e  v i s u a l  a n o lo g u e  s c a l e .  T h is  may have  p i c k e d  
up s l i g h t  v a r i a t i o n s  in  a n x i e t y  which were l o s t  t o  t h e  
p r e s e n t  r a t i n g  s c a l e .
4 .  A lth o u g h  a s e l f  r e p o r t  q u e s t i o n n a i r e  was u se d  t o
a s s e s s  c r e d i b i l i t y  o f  t h e  th e r a p y  t e c h n i q u e s ,  t h i s  had  
n o t  b een  s u b j e c t e d  t o  p s y c h o m e t r ic  v a l i d a t i o n .  As
s u c h ,  i t  was s u b j e c t  t o  t h e  same demand c h a r a c t e r i s t i c  
p rob lem s from which a l l  p ap er  and p e n c i l  m easu res  
s u f f e r  (K azdin  & W ilc o x in ,  1 9 7 6 ) .  S in c e  s u b j e c t s  had 
i n v e s t e d  so  much t im e  in  t h e r a p y ,  and had had 5 
th e r a p y  s e s s i o n s  i n v e s t e d  in  them, t h e y  may have b een  
u n w i l l i n g  t o  p r o v id e  n e g a t iv e  c r e d i b i l i t y  r a t i n g s ,  or  
in d e e d  t h e  r a t i n g  may r e f l e c t  im provem ent i t s e l f .  In  
th  p r e s e n t  s tu d y  how ever . P o s t - t h e r a p y  r a t h e r  th a n  
p r - t h e r a p y  r a t i n g s  were u se d  t o  a v o id  s e n s i t i z a t i o n  
e f f e c t s  on outcom e (K azdin  & W ilc o x in ,  1976; Lana, 
1 9 6 9 ) .  In  a d d i t i o n ,  i t  seems u n l i k e l y  t h a t  a l l  o f  t h e  
s u b j e c t s  w ould f e e l  t h a t  t h e i r  in v e s t m e n t  i n  th e r a p y  
p r e c lu d e d  n e g a t iv e  c r e d i b i l i t y  r a t i n g s ;  At l e a s t  2 
s u b j e c t s ,  were w i l l i n g  t o  r e p o r t  t h a t  t h e y  v ie w e d  a t  
l e a s t  one o f  t h e  t h e r a p i e s ,  in  v e r y  n e g a t i v e  term s by 
t h e  end o f  t h e  s tu d y .  T h is  was n o t  r e l a t e d  to  
n e g a t iv e  o u tcom e, a s  both  im proved  d e s p i t e  t h e  f a c t
t h a t  t h e y  f e l t  t h a t  t h e  th e r a p y  was " n o t  r ig h t"  f o r
them and a "w aste  o f  t im e " .
I t  would be o f  v a lu e  t o  t a k e  t h e s e  p o i n t s  i n t o  
c o n s i d e r a t i o n  in  f u t u r e  r e s e a r c h .  S e v e r a l  o f  t h e s e  
p rob lem s c o u ld  be m in im ise d  by t h e  u se  o f
p o ly so m n o g ra p h y , but*' la b o r a t o r y  r e c o r d in g  would  
p r e s e n t  i t s  own p r o b le m s ,  such  a s  t h e  a d d i t i o n  o f  
S t im u lu s  c o n t r o l  e f f e c t s  o v e r  and a b ove  t h o s e  o f  t h e  
th e r a p y  b e in g  e v a l u a t e d .  I d e a l l y ,  home r e c o r d i n g  o f  
a t  l e a s t  SOL and p o s s i b l y  TST, would be an a d v a n ta g e  
in  t h e  v e r i f i c a t i o n  o f  t h e  e f f i c a c y  o f  C o g n i t iv e
th e r a p y  f o r  poor s l e e p .
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DO YOU SUFFER FROM POOR SLEEP? MANY PEOPLE DOi
MANY PEOPLE HAVE DIFFICULTY IN FALLING ASLEEP OR WAKE UP 
SEVERAL TIMES DURING THE NIGHT, AND IN THE MORNING THEY 
FEEL TIRED AND UNREFRESHED.
SOME PEOPLE CONTINUE TO SUFFER WITH SLEEP PROBLEMS FOR 
MANY YEARS, EITHER THEY DON'T WANT TO TAKE SLEEPING 
TABLETS OR HAVE TRIED THEM WITHOUT SUCCESS.
PERHAPS SOME ARE JUST AFRAID TO ASK FOR HELP.
IF YOU FEEL LIKE THIS THEN DON'T DESPAIR! RESEARCH IS NOW 
EXPLORING ALTERNATIVE TREATMENTS FOR POOR SLEEP.
I AM CARRYING OUT RESEARCH INTO THE TREATMENT OF POOR 
SLEEP AND I  CAN OFFER YOU HELP. YOU WOULD NOT BE ASKED 
TO SLEEP IN A LABORATORY OR TAKE ANY DRUGS. YOU WOULD 
BE SEEN ON YOUR OWN IN AN INFORMAL ATMOSPHERE.
IF YOU WOULD LIKE TO TAKE PART IN THIS RESEARCH AND 
RECEIVE HELP WITH YOUR SLEEP PROBLEM, OR SIMPLY ASK 
FOR MORE INFORMATION , THEN RING ME.
MAUREEN TOMENY 
DEPARTMENT OF PSYCHOLOGY 
ST GEORGES HOSPITAL MEDICAL SCHOOL 
TOOTING
0 1 - 6 7 2 - 1 2 5 5  e x t . 4 6 9 8 .
T rea tm en t o f  Poor S l e e p
There a r e  s e v e r a l  t r e a t m e n t s  w hich  a r e  s u c c e s s f u l  in  
h e lp in g  p e o p le  t o  s l e e p  b e t t e r .  I  am c a r r y in g  o u t  
r e s e a r c h  t o  i d e n t i f y  w hich o f  t h e s e  t r e a t m e n t s  i s  t h e  
m ost e f f e c t i v e .  To do t h i s  I  n eed  t o  g e t  in  to u c h  w ith  
p e o p le  who have  a s l e e p  problem  and would l i k e  h e l p .
The f o l l o w i n g  i s  a summary o f  w hat i s  i n v o l v e d .
1 .  You w i l l  be r e q u ir e d  t o  a t t e n d  a few  a p p o in tm e n ts  
a t  ST. G eo rg es  M ed ica l  S c h o o l .  D u rin g  t h e s e  t im e s  we 
can  d i s c u s s  your s l e e p  prob lem  and I w i l l  e x p l a i n  t h e  
m ethods you can  u se  t o  im prove you r s l e e p .
2 .  Your t r e a tm e n t  w i l l  n o t  i n v o l v e  t a k in g  any d ru g s  o r  
s l e e p i n g  i n  a l a b o r a t o r y ,  b u t  you w i l l  be a s k e d  t o  
f i l l  in  a s l e e p  d ia r y  each  d ay .
3 .  We can  d i s c u s s  what i s  i n v o l v e d  i n  more d e t a i l  a t  
our f i r s t  a p p o in tm e n t .  I  w i l l  be g l a d  t o  an sw er any  
q u e s t i o n s  and I  w i l l  a l s o  g i v e  you f u r t h e r  in f o r m a t io n  
s h e e t s  t o  ta k e  home and r e a d .
Thank you f o r  your i n t e r e s t
Maureen S. Tomeny 1984 .
1. How many hours do you usually  sleep per nigîit ?   hours
2. Do you have d if f ic u lty  in  fa l l in g  asleep ? YES/îTO
3 . How long does i t  usually  take you to f a l l  asleep ? (Tick one)
10 minutes or le s s  
11 30 minutes 
31 30 minutes
more than 50 minutes -  please sta te  how long  .................
4 . How often do you wake up during the n i ^ t  for no apparent reason ? (Tick one)
&/-ery night 
Once or twice per week 
Once or twice per month 
le s s  than above
5 . In a disturbed night how many times do you wake up ? 1 2 3 more than 3
6. Do you frequently wake in  the morning before you want to ? YES/^ TO
7 . How easy do you find  i t  to wake up ? (Tick one)
Awaken spontaneously before alarm
Awaken e a s ily  in  response to alarm or c a ll
D iff ic u lt  to v/aken, need to be ca lled  several times
8. How refreshed do you fe e l  when you wake up ? (Tick one)
Active, v i t a l  and a ler t  
Alert but not a t peak 
Tired and unable to concentrate 
Absolutely shattered
9 . How often do you have naps during the day ? (Tick one)
Daily
Once or tv/ice per week
Once or twice per month
le s s  than above/ or never
10. At what time do you usually  go to bed
11. At what time do you usually  awaken in  the morning ? ........................
12. Would you say you had some d if f ic u lty  in  stayi»ig asleep ? YBS/HO 
I f  3 0 , does th is  d if f ic u lty  worry you ? TES/WO
1 3 . How often do you r e c a ll nightmares ? (Tick one)
Every night
Once or twice per week
Once or twice per month''
Less than above/or never
1 4 . Have you ever taken sleeping tab le ts  ? YES/jO
I f  so, when was the la s t  time?...............................
How long was th is  for ? . , . . . ...............
1 5 * Do you take any other form of medication ? YES/HO
I f  so, please sta te  what............................................
16. Do you use anything which helps you to sleep ?
For ezcample, exercise , food, co ffee , tea , milk, alcohol.
Please s ta te  ..........     »
1?. Have you ever consulted your doctor on a problem related  to sleep ? YES/ho
I f  so, what help were you g iv e n ............................... ..............
18. Do you enjoy sleep ? lES/UO 
19* How would you describe your sleep ?
20. How long has th is  been your typ ical pattern ?
>21. Has your body weight changed in  the la s t  few months ? YES/HO
•If so, by how much............................... ............
22. Do you drink alcohol ? YES/HO
I f  so, how much would you drink in  an average week ?....................
2^ 3 . Would you consider yourself to be a good or poor sleeper ? ( l ic k  one) 
Very good 
Good 
Average 
Poor
, Very poor ^
2 4 . Would you consider yourself to be a l i ^ t  or heavy sleeper ?
Very lig h t  
I i i ^ t  
Average 
Heavy
Very heavy ------
2 5 . Does your sleep change at the weekends ? YES/LTO
I f  so , in  what way. ............................... ..
2 6 . Wliat do you think keeps you awake a t n i ^ t
2 7 . How active i s  your mind at bed *time ? (Tick one)
Very active  
Somewhat active  
Average
Hot very active  
• Hot active at a l l
23, How r e s t le ss  i s  your body at bed time ? (Tick one)
Very r e s t le ss  
Quite r e s tle ss  
Average
Hot very r e s tle ss  
Hot r e s t le ss  at a l l
S le e p  D ia ry  .......................
—' ——........ DAY. . . . . . . . . . .
1.  What t im e  d id  you  go t o  bed  l a s t  n ig h t?  ....................................................
2 . What t im e  d id  you  s e t t l e  down in t e n d in g  t o  s l e e p ? ............................
3 . How lo n g  d id  i t  ta k e  you t o  f a l l  a s l e e p ? ....................................................
4 . How d i f f i c u l t  was i t  t o  f a l l  a s le e p ?  (T ick  one)
v e r y  d i f f i c u l t  
q u i t e  d i f f i c u l t  
n o t  to o  d i f f i c u l t  
n o t  d i f f i c u l t  a t  a l l
I f  i t  was d i f f i c u l t ,  w hat p r e v e n te d  you from  s le e p in g ?  (T ick  on e)  
a c t i v e  m ind  
r e s t l e s s  body
b o th  an a c t i v e  mind and a r e s t l e s s  body
none o f  t h e s e - p l e a s e  s t a t e  w h a t.......................................
5 . How many h o u rs d id  you  s l e e p  in  t o t a l ? .........................................................
6 . How many t im e s  d id  you  awaken d u r in g  th e  n i g h t ? ............................... ..
P le a s e  w r i t e  on th e  accom p an yin g  s h e e t  how lo n g  you t h in k  you w ere  
awake on ea ch  o c c a s io n  and w hat you  -d id .
7 . Were you l y in g  awake t h i s  m orn ing b e fo r e  g e t t i n g  o u t  o f  bed? YES/NO 
I f  y e s ,  how lo n g  f o r ? .....................................................................................................
8 . How r e f r e s h e d  d id  you  f e e l  upon aw ak en in g?  (T ick  one)
a c t i v e ,  v i t a l  and a l e r t  
a l e r t  b u t  n o t  a t  peak  
t i r e d  and u n a b le  t o  c o n c e n tr a te  
a b s o l u t e l y  s h a t t e r e d
9 . What was th e  q u a l i t y  o f  l a s t  n ig h t s  s le e p ?  (T ick  one)
v e r y  good  
good  
a v e r a g e  
p oor
v e r y  p o o r
How d o es  t h i s  com pare w ith  y ou r u s u a l  n ig h t s  s le e p ?  (T ick  on e)  
much b e t t e r  
a l i t t l e  b e t t e r  
th e  same 
w o rse
much w o rse
10. B e fo r e  f a l l i n g  a s le e p  l a s t  n ig h t  was you r mind r a c in g  or  
a c t i v e  w ith  th o u g h ts?  {T ick  one)
c o n t in u o u s ly  a c t i v e  
a c t i v e  m ost o f  th e  t im e  
a c t i v e  a l i t t l e  o f  th e  t im e  
n o t  a c t i v e  a t  a l l
1 1 . B e fo r e  f a l l i n g  a s le e p  l a s t  n ig h t  was y ou r m ind r a c in g  or  
a c t i v e  w ith  w o r r ie s ?  (T ick  on e)
c o n t in u o u s ly  a c t i v e  
a c t i v e  m ost o f  th e  t im e  
a c t i v e  a l i t t l e  o f  th e  t im e  
n o t  a c t i v e  a t  a l l
12 . B e fo r e  f a l l i n g  a s le e p  l a s t  n ig h t  how a c t i v e  was you r body?
c o n t in u o u s ly  r e s t l e s s  (T ick  on e)
r e s t l e s s  m ost o f  th e  t im e  
r e s t l e s s  a l i t t l e  o f  th e  t im e  
n o t  r e s t l e s s  a t  a l l
13 . How a n x io u s  w ere you f e e l i n g  when you w ent t o  bed? (T ick  on e)
v e r y  a n x io u s  
q u i t e  a n x io u s  
n o t  v e r y  a n x io u s  
n o t  a n x io u s  a t  a l l
14 . What was ru n n in g  th ro u g h  you r mind b e fo r e  f a l l i n g  a s le e p  
l a s t  n ig h t?  For ex a m p le , you may h ave b een  t h in k in g  ab ou t  
e v e n t s  o f  th e  d a y , o r  p la n n in g  th e  n e x t  d a y . You may have  
b een  w o rry in g  a b o u t so m eth in g  in  th e  p a s t  o r  so m eth in g  you  
e x p e c t  t o  happen in  th e  f u t u r e .
P le a s e  w r i t e  t h e s e  down, t r y  t o  be s p e c i f i c .
Did you ta k e  a s le e p in g  t a b l e t  
i a s t  n ig h t?  YES/NO
What o th e r  m ed ica tio n  d id  you tak e
y e s te r d a y ?   .................................................
How much a lc o h o l  d id  you d rin k
d CÎ «4» ^  «m w ^
Occupation.......................................
A g e ..................   Sex.
INSTRUCTIONS Please answer each, question by putting 
a circle around the ”YES” or the "NO” following the ques­
tion. There are no right or wrong answers, and no trick 
questions. Work quickly and do not think too long about the 
exact meaning of the questions.
PLEASE REMEMBER TO ANSWER EACH QUESTION
r1 Do you have many different hobbies?...................................................................................YES NO
% Do you stop to think things over before doing anything?...............................................YES NO
3 Does your mood often go up and down?............................................................................... YES NO
4 Have you ever taken the praise for something you knew someone else had
really d o n e ?    YES NO
5 Are you a talkative person?.        YES NO
6 Would being in debt worry you? X       YES NO
7 Do you ever feel "just miserable” for no reason?    YES • NO
8 Were you ever greedy by helping yourself to more than your share of anything?. .YES NO
9 Do you lock up your house carefully at night?  YES NO
LO Are you rather lively ?...............................................................................................................YES NO
LI Would it upset you a lot to see a child or an animal suffer?.........................   .YES NO
L }Do you often worry about things you should not have done or said?...........................YES NO
13 If you say you will do something, do you always keep your promise no matter
how inconvenient it might be ?..................................................................................................YES NO
L4 Can you usually let yourself go and enjoy yourself at a lively party?.......................... YES NO
L5 Are you an irritable person? ......................................................... YES NO
16 Have you ever blamed someone for doing something you knew was really
your fault ?      YES NO
17 Do you enjoy meeting new people? . . . . . ...........................................................  YES NO
18 Do you believe insurance schemes are a good idea?......................................................... YES NO
19 Are your feelings easily hurt?................................................................................................ YES NO
20 Are all your habits good and desirable ones?............................... ,.............................j.YES NO
PLEASE TURN OVER page 1
: Would you take drugs which may have strange or dangerous effects?........................YES NO
I Do you often feel "fed-up” ?  YES NO
L Have you ever taken anything (even a pin or button) that belonged to some­
one else?.......................................................................................................................................... yes NO
) Do you like going out a lo t?   YES NO
) Do you enjoy hurting people you love? YES NO
J Are you often troubled about feelings of grdlt?    YES NO
) Do you sometimes talk about things you know nothing about?......................................YES NO
) Do you prefer reading to meeting people?     YES NO
) Do you have enemies who want to harm you?    YES NO
L Would you. call yourself a nervous person?   YES NO
I  Do you have many friends?......................................................' YES NO
3 Do you enjoy practical jokes that can sometimes really hurt people?..........................YES NO
' .^ Are you a worrier?................................................... '................................................................YES NO
5 As a child did you do as you were told immediately and without grumbling?............YES NO
5 Would you call yourself happy-go-lucky?..............................................................................YES NO
7 Do good manners and cleanliness matter much to you?..................................................YES NO
3 Do you worry about awful things that might happen?.   YES NO
9 Have you ever broken or lost something belonging to someone else?   YES NO
0 Do you usually take the initiative in making new friends?  YES NO
1 Would you call yourself tense or "highly-strung” ?   YES NO
2 Are you mostly quiet when you are with other people ?....................................................YES NO
3 Do you think marriage is old-fashioned and should be done away w ith?.....................YES NO
4 Do you sometimes boast a little? ............................................................................................. YES NO
^  'ICan you easily get some life into a rather dull party?.....................■   YES NO
6 Do people who drive carefully annoy you?............................................................................YES NO
7 Do you worry about your health?      YES NO
8 Have you ever said anything bad or nasty about anyone?............................................. YES NO
9 Do you like telling jokes and funny stories to your friends?   YES NO
'0 Do most things taste the same to you?................................................................................ .YES NO
d As a child were you ever cheeky to your parents?..............................................................YES NO
•2 Do you like mixing with people?.........................     YES NO
*3 Does it worry you if you know there are mistakes in your work?....................................YES NO
'4 Do you suffer from sleeplessness?...................................      j.YES NO
xvu  y u u .  ciiw <ayo w o -ù ü  u c i u i c  cx u i c t t i  : ................................................................................................................................................................................................-  — '   ^ ^
Do you nearly always have a "ready answer” when people talk to you?  YES NO
Do you like to arrive at appointments in plenty of tim e?.................................. ...........YES NO
Have you often felt listless and tired for no reason? YES NO
Have you ever cheated at a game?....................................................................  - - ..............YES NO
Do you like doing things in which you have to act quickly ? ........................................ YES NO
Is (or was) your mother a good woman?  YES NO
Do you often feel life is very dull? ......................, YES NO
Have you ever taken advantage of someone?    YES NO
Do you often take on more activities than you have time for? ...................... . - YES NO
Are there several people who keep trying to avoid you?................................................YES NO
Do you worry a lot about your looks ? ................................. ;  .YES NO
Do you think people spend too much time safeguarding their future with
savings and insurances ?   YES NO
I Have you ever wished that you were dead? :    .............. ....................................YES NO
I Would you dodge paying taxes if you were sure you could never be found out? YES NO
I Can you get a party going?.............................. .................................................................... • - YES NO
Do you try not to be rude to people?...................................................................................YES NO
: Do you worry too long after an embarrassing experience?...............................................YES NO
I Have you ever insisted on having your own way?...............................................................YES NO
I When you catch a train do you often arrive at the last minute?.....................................YES NO
) Do you suffer from "nerves” ? .......................... .............................................................. ....... YES NO
} Do your friendships break up easily without it being your fault?:........................ .... .YES NO
J  Do you often feel lonely?............................................................................................................ YES NO
3 Do you always practice what you preach?.................................................... .V .  YES NO
1 Do you sometimes like teasing animals ? ................................................................  YES NO
3 Are you easily hurt when people find fault with you or the work you do ?.................... YES NO
L Have you ever been late for an appointment or work?...................................................... YES NO
)Do you like plenty of bustle and excitement around you?   YES NO
3 Would you like other people to be afraid of y o u ? . . . ...................    YES NO
4 Are you sometimes bubbling over with energy and sometimes very sluggish?............YES NO
5 Do you sometimes, put off until tomorrow^ what you ought to do today ? ........................YES NO
6 Do other people think of you as being very lively?.........................   YES NO
7 Do people tell you a lot of lies ? .................................................     YES NO
8 Are you touchy about some things?.................................  YES NO
Are you always willing to admit it when you have made a m istake? ...................YES NO
•0 Would you feel very sorry for an animal caught in a trap? ...............     -j^ YES NO
PLEASE CHECK TO SEE THAT YOU HAVE ANSW ERED ALL THE QUESTIONS
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SELF-EVALUATION QUESTIONNAIRE
Developed by C. D. Spielberger, R. L. Gorsuch and R. Lushene
NAME
STAI FORM X-1
'_________  -  DATE
DIRECTIONS: A number of statements which people have
used to describe themselves are given below. Read each stete- = |
m ent and then blacken in the appropriate circle to the nght of z g |  ^
t h e  statement to indicate how you/eeZ nght now, that IS, at ® 5 § 2
this moment. There are no right or wrong answem Do not S g § g
spend too much time on any one statem ent but give the answer 
which seems to describe your present feelmgs best.
® (D ® ®
1. I feel calm .............................................................................
® ® ® ®
2. I feel secure .........................................................................
® ® ® ®
3. I am tense..............................................................................
_  ,  ................................................................................  ® ® (D 0
4. I am regretful------------------ ----------------------------
® ® (D 0
5. I feel at ease  ................................................................................
® ® 0  0
6. I feel upset ....................... ............................... ......................
7. I am presently worrying over possible misfortunes  ................-...................... ® O w O
  ® ® 0  0
8. I feel rested........................................................ ..........................
® ® ® 0
9. I feel anxious ........ .................................................................................... *
,  ,  ...... ®  ® 0  010. I feel comfortable ........................ -........................................
0  ® ® 0
11. I feel self-confident ................................... - ..................................................
0  ® 0  0
12. 1 feel nervous ......................................................................................
0  ® 0  0
13. 1 am jittery...............................................................
® 0  0  0
14. I feel “high strung" ................................................................*.........................
® ® 0  0
15. I am relaxed  ......................................................................................
0 ® 0 0
16. I feel content .....--------- ?..................................................................
  0  ® 0  0
17. I am womed — ....................................................................................
18. I feel over-excited and “rattled” ..................................................................... ^  ^
... 0 0  0  ®
19. I feel joyful......................................................................................
  0  ® 0  0
20. 1 feel pleasant....................................................................................
• CONSULTING PSYCHOLOGISTS PRESS 
577 College Avenue, Palo Alto, California 94306
STAI FORM X-2
 -------          D A T E __________________
DIRECTIONS: A number of statements which people have
used to describe themselves are given below. Read each state- >
ment and then blacken in the appropriate circle to the right of r  5
the statement to indicate how you generally feel. There are no o § ®
right or wrong answers. Do not spend too much time on any ” 1 >
one statement but give the answer which seems to describe h -  # 5
how you generally feel. 1 1  = 2:~jx 'Z
21. I feel pleasant............................................................................................ ......... ® @ ® ®
22. I tire quickly ........................................................................ .............................  ® ® ® ®
23. I feel like crying..................................................................................................  ® @ ® ®
24. I wish I could be as happy as others seem to b e .....................................  ® ® ® 0
25. I am losing out on things because I  can t  make up my mind soon enough... ® ® ® 0
26. I feel rested ............................................................................................ .............  g, @ @ @
27. I am “calm, cool, and collected” ................................................................. q  ® ® 0
28. I feel that difficulties are piling up so that I cannot overcome them ....,....  ® ® ® 0
29. I worry too much over something that really doesn’t m a tte r ...................... ® ® ® 0
30. I am hap p y ................................................................ .........................................  ® ® ®
31. I am inclined to take things hard  ..............................................................  ® ® ®
32. I lack self-confidence........................................................................ ® ® ®
33. I feel secure .......................................................................................® ®
34. I try to avoid facing a crisis or difficulty  .....................................  ® ® ®
35 . I feel blue .................................................................... ....................................... ® @ ®
36. I am content.......................................................................................................  ® @ ®
37. Some unimportant thought nins through my mind and bothers m e   ® ® ®
38. I take disappointments so keenly that I can’t  put them out of my m ind .... ® ® ®
39. I  am a steady person .........................................................  ® ® ®
40. I get in a state of tension or turmoil as I think over my recent concerns and 
interests .............................................................................. ..............................  0  ® X
0
0
0
0
0
0
0
0
0
0
Copyright © 1968 by Charles D. Spielberger. Reproduction of this test or any portion 
thereof by any process without written permission of the Publisher is prohibited.
BORKOVEC T. D.
s o m a t ic ,B e h a v io u r a l ,  and C o g n it iv e  A n x ie ty  F a c to r  Q u e s t io n n a ir e  c 
P le a s e  r a t e  ea ch  q u e s t io n n a ir e  s ta te m e n t  u s in g  th e  f o l lo w in g  s c a l e :
1 2 1 A q c -,
N ever
ting
1 .
2 .
3 .
4 .
5 .
• 1—
6 .
7 .
8 .
9 .
1 0 .
• 11 .
12 .
1 3 .
1 4 .
1 5 .
1 6 .
17 .
1 8 .
1 9 .
2 0 .
8 9
A lm ost
A lw ays
I e x p e r ie n c e  c h e s t  p a in s .
I  have a r in g in g  o r  w h i s t l i n g  in  my e a r s .
My c h e s t  f e e l s  t i g h t .
I  become d iz z y  w h i le  s i t t i n g  o r  l y i n g  down.
I  t r y  to  a v o id  s o c i a l  g a t h e r in g s .
I  f in d  m y s e lf  t h in k in g  a b o u t p o s s i b l e  e m b a r r a ss in c  s i t u a t i o n s
I f e e l  num bness in  my f a c e ,  lim b s  o r  to n g u e .
I s e e  in  my mind h o r r ib le  t h in g s  h a p p en in g  t o  me.
g a ? h e r fd " :n d " ta lk ? n g ." ° ° "  w h er ep e o p le  I r e  a lr e a d y
I e x p e r ie n c e  m u scu la r  a c h e s  and p a in s .
. . r i n g
I  f e e l  d iz z y .
I  have a c id  sto m a ch e .
I am c o n ce rn ed  t h a t  o t h e r s  m ig h t n o t  th in k  w e l l  o f  me.
I  t r y  t o  a v o id  s t a r t i n g  c o n v e r s a t i o n s .
L i S r t i n L ” ^^®^^ a p p e a r in g  f o o l i s h  w ith  a p e r so n  w hose o p in io n  i s
o u t l i d e ”^^^^^ s t a y in g  home r a t h e r  th a n  in v o lv in g  m y s e lf  in  a c t i v i i
I  a v o id  t a lk i n g  t o  p e o p le , on a t r a i n  o r  b u s .
I  c a n t  c a tc h  my b r e a th .
I  s e e  d o u b le .
My stom ach  h u r t s .
I  a v o i d , t a l k i n g  t o  p e o p le  in  a u t h o r i t y  { my b o s s ,  p o lic e m a n )
My m u sc le s  t w it c h  o r  jump.
My neck  f e e l s  t i g h t .
I  p ic t u r e  some f u tu r e  m is f o r tu n e .
X wake up a t  n ig h t  s h o r t  o f  b r e a t h .
I  a v o id  new o r  u n fa m il ia r  s i t u a t i o n s .
I  h ave t r o u b le  t h in k in g  c l e a r l y .
I  im a g in e  m y s e lf  in  some u n c o m fo r ta b le  s i t u a t i o n .
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C o g n it iv e  T herapy f o r  P oor S le e p
s e s s i o n  1 / 84
P o in ts  to  remember from to d a y s  s e s s io n
1.. What we say  to  o u r s e lv e s  e f f e c t s  how we f e e l  and what we do. 
For exam ple, a f r ie n d  w alks p a sse d  you in  th e  s t r e e t  w ith o u t  
s m il in g . What do you th in k ?
B
P e te r  d id n t sm ile  a t  me, I must 
have done som ething to  o f fe n d  
him . He i s  t r y in g  to  a v o id  me.
I f  you b e l ie v e  t h i s  th o u g h t  
you would p rob ab ly  f e e l  sa d , 
p u z z le d , an x iou s or an gry . You 
may th en  a v o id  P e te r  or  f e e l  
u n com fortab le  in  h i s  company.
P e te r  d id n t sm ile  a t  m e,he probably  
d id n t s e e  me. He has been v ery  bus% 
l a t e l y  and has had a l o t  on h i s  mir
I f  you b e l ie v e  t h i s  th ou gh t you ai 
n o t l i k e l y  to  f e e l  n e g a t iv e  em otior  
or a v o id  your f r ie n d .  You may d ec ic  
to  f in d  o u t i f  som eth ing  i s  w orryir  
him .
Example 2 .
Your b o ss  has ask ed  to  se e  you f i r s t  th in g  tomorrow m orning. What can  
you th in k ?
Oh no , I must have made a 
t e r r i b l e  m ista k e . I ' l l ,  n ever  
be a b le  to  e x p la in  i t .  The 
b o ss w i l l  be so an gry . What i f  
I lo s e  my job?
I f  you b e l ie v e  t h i s  th o u g h t  
you may d w ell on i t  fo r  a lo n g  
tim e,m ovin g  from one worry to  
th e  n ext.Y ou  are u n l ik e ly  to  be 
a b le  to  c o n c e n tr a te  or  r e la x  a t  
a l l .
B
I  wonder what sh e w a n ts . I d on ' t  
remember making any m is ta k e s . Anyway 
I  w i l l  be a b le  to  e x p la in  i t  whateve 
i t  i s . I t  w i l l  be O K ,it a lw ays i s .
No p o in t  in  w orryin g  abou t i t  now.
I f  you b e l ie v e  t h i s  th o u g h t you  are  
u n l ik e ly  to  d w e ll on i t .  You w i l l  
n o t be p a r t i c u la r ly  d is tu r b e d  and 
i t  w i l l  n o t p r e v e n t  you from g e t t in g  
on w ith  your work or f a l l i n g  a s le e p .
.Remember What you sa y  t o  y o u r s e l f  e f f e c t s  how you f e e l  and w hat you d o .
The t h in g s  you sa y  to  y o u r s e l f  can  k eep  you AWAKE, a s  c e r t a i n  ty p e s  o f  
th o u g h ts  com p ete w ith  r e l a x a t i o n .  Once s t a r t e d ,  t h e s e  th o u g h ts  a re  v e r y  
d i f f i c u l t  t o  s to p  and you  may becom e more and more a n x io u s ,  s a d , an gry  e t c  
P erso n  A on th e  p r e v io u s  p age was e x p e r ie n c in g  t h e s e  k in d s  o f  n e g a t iv e  
t h o u g h t s .
By d i s r u p t in g  th e  s p i r a l  o f  t h e s e  th o u g h ts  a t  bed  t im e  you  a l lo w  a r e s t f u l  
s l e e p .
How t o  s to p  t h e s e  th o u g h ts  and a c h ie v e  GOOD SLEEP.
F i r s t  o f  a l l  you m ust becom e aware of. you r t h o u g h t s . You can  exam ine you r  
th o u g h ts  to  i d e n t i f y  th e  n e g a t iv e  o n e s ,  th e n  you can  ch an ge them .
STEP ONE
I d e n t i f y in g  N e g a t iv e  T h oughts  
N e g a t iv e  th o u g h ts  h ave s e v e r a l  c h a r a c t e r i s t i c s .
They a r e  a u to m a tic  and h a b i t u a l - t h e y  j u s t  pop up w ith o u t  any e f f o r t  on 
you r p a r t .
They a r e  i r r a t i o n a l  o r  d i s t o r t e d - t h e y  do n o t  f i t  t h e  f a c t s .
•They a r e  e x a g g e r a t e d -  th e y  o v e r e s t im a te  th e  d an ger  o r  d i f f i c u l t y .
They a r e  u n h e lp f u l - t h e y  k eep  you a n x io u s ,  d e p r e s s e d  o r  a n g r y .
They a re  p l a u s i b l e - i t  d o e s  n o t  u s u a l ly  o c c u r  t o  you  t o  q u e s t io n  them .
They a r e  in v o lu n t a r y - t h e y  can  be v e r y  d i f f i c u l t  t o  s w itc h  o f f .
They a r e  d e f e a t i s t - t h e y  presum e you c a n t  p o s s i b l y  c o p e .
Here a r e  some more ex a m p les  o f  n e g a t iv e  th o u g h ts  I -
I  w i l l  n e v e r  be a b le  t o  do i t  I t s  t e r r i b l e / h o r r i b l e . . . .  t h i s  i s  danger»
. . . . w h a t  i f  I  c a n t . . . I  w ont h a v e ^ t i m e . . . . I  w i l l  lo o k  s t u p i d . . . . I  am a 
f a i l u r e . . . . I  j u s t  know nobody l i k e s  me.
At f i r s t  you  may n o t  f in d  i t  e a s y  t o  c a t c h  you r a u to m a tic  th ou gh ts^  b u t  
w ith  p r a c t i c e  i t  w i l l  becom e more n a t u r a l .  Once you  h ave i d e n t i f i e d  y o u r  
th o u g h ts  you m ust exam ine them , th e n  p r o v id e  some a l t e r n a t i v e  w h ich  i s  
r e a l i s t i c  and p o s i t i v e .  In  s t e p  two n e x t  w eek , we can  d i s c u s s  how t o  do 
t h i s .
I , AJr'PilNDIX F i
jiework S h e e t  C o g n it iv e  T herapy f o r  Poor S le e p  s e s s i o n  1 /8
I d e n t i f y in g  your n e g a t iv e  t h o u g h t s .-
S e t  a s id e  2 5 m in u tes  e a ch  e v e n in g  t o  make a r e c o r d  o f  t h o u g h t s .  Do t h i s  
a t  l e a s t  2 h ou rs b e fo r e  g o in g  to  b ed .
W ritedown e v e r y th in g  you can  remember t h in k in g  in  bed  l a s t  n i g h t .  Try to  
r e c o r d  t h e s e  as a c c u r a t e ly  a s  p o s s i b l e ,  w r i t e  them down word f o r  word i f  
you c a n . I f  your th o u g h ts  to o k  th e  form  o f  im ages r a t h e r  th a n  words^ th en  
w r ite  down what, you  saw in  y o u r  m inds e y e .  D ont w orry i f  you  seem  t o  have  
more th an  u s u a l ,  i t s  j u s t  t h a t  you  a r e  g e t t i n g  b e t t e r  a t  c a t c h in g  them .
B e s id e  ea ch  th o u g h t w r i t e  down how much you r e a l l y  b e l i e v e  i t .  100 means 
you b e l i e v e  i t  c o m p le t e ly ,  0 m eans t h a t  you do n o t  b e l i e v e  i t  a t  a l l .  You 
can s c o r e  any w here b etw een  0 and 100.
For ex a m p le .
Thought D eg ree  o f  b e l i e f
I w i l l  n e v e r  manage to  g e t  th rou gh , 
tom orrow . I have so  much t o  d o , 
so m eth in g  im p o rta n t i s  bound t o  g e t  
l e f t  o u t .
Im u s e l e s s ,  I  am so  t i r e d  I  w i l l
I
n ev er  be a b le  to  do a n y th in g  w e l l  
a g a in .
70
40
Now exam ine ea ch  th o u g h t .  I s  i t  r e a l i s t i c ?  Can you th in k  o f  so m e th in g  
to  r e p la c e  i t  w ith ?  What w ould  you sa y  t o  a f r i e n d  w ith  t h i s  th o u g h t?
you r r e s p o n se  in  th e  n e x t  colum n and w r i t e  down how much you b e l ie v e  
in  th e  o r i g i n a l  th o u g h t  now.
WARNING
Beware o f  e x c u s e s  w h ich  k eep  you from  f o c u s in g  on y o u r  th o u g h ts  o r  w r it in c  
your d ia r y .  I t  i s  q u i t e  n a t u r a l  t o  w ant t o  a v o id  t h in k in g  th r o u g h  u n p le a sc  
th o u g h ts  or  e x p e r ie n c e s ,  b u t d o in g  so  i s  one o f  th e  b e s t  w ays o f  s t o p p in g  
^ n ? a c tiv e  mind and p ro m o tin g  r e s t f u l  s l e e p .
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P o in t s  to  remember from  to d a y s  s e s s i o n
What we sa y  t o  o u r s e lv e s  e f f e c t s  how we f e e l  and w hat we d o .
C e r ta in  k in d s  o f  th o u g h ts  com p ete w ith  r e l a x a t i o n  and k eep  u s aw ake. 
You can  a c h ie v e  GOOD SLEEP by f i r s t l y  i d e n t i f y i n g  t h e s e  a u to m a tic  o r  
n e g a t iv e  th o u g h ts ,a n d  th e n  c h a n g in g  them .
L a s t  week we d i s c u s s e d  S tep  One— I d e n t i f y in g  N e g a t iv e  T h o u g h ts,
T h is  week we f o c u s s e d  on S tep  Two— C hanging N e g a t iv e  o r  A u tom atic  Thoughts
Summary o f  S tep  Two 
Once you have i d e n t i f i e d  th e  th o u g h ts  ask  y o u r s e l f  s e v e r a l  q u e s t io n s
What i s  th e  e v id e n c e ?
I. Am I  c o n f u s in g  th o u g h t  w ith  f a c t ?  The f a c t  t h a t  you b e l i e v e  so m eth in g  
t o  be t r u e ,  d o e s  n o t  n e c e s s a r i l y  mean t h a t  i t  i s .
L Am I jum ping to  c o n c lu s io n s ?  I f  s o ,  t h i s  i s  th e  r e s u l t  o f  b a s in g  w hat 
you th in k  on p oor e v id e n c e .
> Examine th e  e v id e n c e  f o r  you r th o u g h t .  What e v id e n c e  do you h ave t o  back  
up and t o  c o n t r a d ic t  i t ?  Would y ou r th o u g h t  be a c c e p te d  by o th e r  p e o p le ?
What a l t e r n a t i v e s  a r e  th e r e ?
1. What i s  th e  e v id e n c e  to  su p p o r t an a l t e r n a t i v e  th o u g h t?
2. How w ould a n o th e r  p e r so n  lo o k  at^^it?
3. What w ould  you  sa y  t o  a n o th e r  p e r so n  who p r e s e n te d  t h i s  th o u g h t  t o  you?
A f te r  ex a m in in g  th e  th o u g h t and p r o d u c in g  an a l t e r n a t i v e ,  you  can  th in k  
o f  a s ta te m e n t  w h ich  w i l l  r e a s s u r e  you and h e lp  you t o  th in k  in  a more 
p o s i t i v e  w ay.B y d o in g  t h i s  you can  s to p  y o u r  u s u a l  p a t t e r n  o f  th o u g h ts  
w h ich  keeps you aw ak e.
Some ex a m p les  o f  p o s i t i v e  t h in g s  we can  sa y  t o  o u r s e lv e s .
There w i l l  be p le n t y  o f  t im e ................Im su r e  i t  w i l l  be OK, I t  a lw a y s  h a s
been  in  th e  p a s t .............. I  w ont d w e ll  on i t , a s  i t  d o e s n t  h e l p . . . . I ' l l  be a b l
to  s o r t  i t  o u t  J u s t  r e l a x . . . . I t  w ont b e t h a t  b a d ..................
i^t'ÜJ.NUi.A f  11,
is never as bad as I expect...... I will be able to cope...........
rite in any others you can think of.
D tic e  th e  d i f f e r e n c e  b etw een  t h i s  " p o s i t i v e  s e l f  t a lk "  and th e  " n e g a t iv e  
= l f  ta lk "  on l a s t  w eeks summary.
EMEMBER—Negative automatic thoughts are seldom based on any evidence 
nd there:i^ usually a better alternative.
f you can
. Identify negative,automatic thoughts.
. Question whether they are rational, realistic etc.
. Develop an alternative more rational thought.
. Find a positive statement which reassures you. 
hen you can achieve GOOD SLEEP.
M aureen S . Tomeny 1984
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Changing Thoughts
1. S e t a s id e  25m inutes each ev en in g  and r e p e a t  th e  e x e r c is e s  you c a r r ie d  
ou t l a s t  week.
2 . T his tim e, examine each th ou gh t and ask y o u r s e lf  th e  q u e s t io n s  on th e  
handout. That i s ,  What i s  th e  e v id en ce  and what are th e  a l t e r n a t iv e s ?
3. Having worked through th e  above s te p s  you sh ou ld  now produce a sh o r t  
p o s i t iv e  sta tem en t which r e a s s u r e s  you . Make sure i t  i s  one you can  
b e l ie v e .  I f  you ca n t f in d  one th a t  you b e l ie v e ,  th en you  w i l l  have to  
go back and ta c k le  th e  o r ig in a l  th ou gh t a g a in , look  a t  th e  ev id en ce
\ and produce an a l t e r n a t iv e .
On your th o u g h t d ia r y  ea ch  day you can  now w r it e  down th e  o r i g i n a l  
th o u g h t , d eg re e  o f  b e l i e f  in  i t , a l t e r n a t i v e  th o u g h t , a p o s i t i v e ,  
r e a s s u r in g  s ta te m e n t  and you r new d e g r e e  o f  b e l i e f  in  th e  o r i g i n a l  
th o u g h t .
When you go to  bed a t  n ig h t  you may f in d  you have th o u g h ts  w hich  
you have a lr e a d y  worked on d u r in g  th e  d a y , i f  so  remember th e  p o s i t i v e  
r e a s s u r in g  s ta te m e n t  you p ro d u ced . Even i f  i t  i s  a new th o u g h t you w i l l  
P^^bably be a b le  to  u se  t h e s e  p o s i t i v e  s ta te m e n ts .  Say th e  s ta te m e n t  to  
y o ^ ^ s e l f , th en  t r y  to  fo c u s  on a p le a s a n t  r e la x in g  and e n jo y a b le  s c e n e .  
You w i l l  p ro b a b ly  f in d  t h a t  th e  th o u g h t w i l l  n o t  come in t o  you r mind 
a g a in  and s le e p  w i l l  f o l lo w  s h o r t l y . I f  th e  p o s i t i v e  r e a s s u r in g  s ta tem en  
d o e s n t  r e a s s u r e  y o u , th en  you may have to  work th rou gh  th e  th o u g h t a g a in  
a s  you d id  in  your e x e r c i s e  d u r in g  th e  d ay .
REMEMBER
Dont e x p e c t  m ir a c le s  to o  q u ic k ly .  I t  ta k e s  p r a c t i s e .  Your s le e p  w i l l  
im p rove, b u t p ro b a b ly  n o t  im m e d ia te ly .
f ill
R e la x a t io n  Therapy f o r  Poor S le e p  s e s s io n  1 / 84
P o in ts  to  remember from  to d a y s  s e s s io n
1. The way our b o d ie s  f e e l  can  a f f e c t  our s l e e p .
2 . T hroughout th e  day our b o d ie s  e x p e r ie n c e  many s t a t e s  o f  a c t i v i t y .
For ex am p le , you in c r e a s e  th e  a c t i v i t y  o r  a r o u s a l  in  your body by 
ru n n in g  fo r  a bus o r  w a lk in g  up a f l i g h t ,  o f  s t a i r s .  I t  w i l l  d e c r e a se  
a g a in  when you a re  s i t t i n g  w a tch in g  th e  t e l e v i s i o n  o r  r e a d in g  a 
p le a s a n t  book.
3 . W ith in c r e a s e d  a r o u s a l  you may n o t ic e  you r h e a r t  r a t e  h as in c r e a s e d  
or your b r e a th in g  i s  f a s t e r .  T here i s  a l s o  l i k e l y  t o  be in c r e a s e d
a c t i v i t y  in  th e  m u sc le s  o f  you r bod y. You may be m oving c e r t a in
m u sc le s  or  j u s t  t e n s in g  them
4. S le e p  i s  a s t a t e  o f  n a tu r a l  low  a r o u s a l  o f  your b od y . The body s lo w s
down, th e  m u sc le s  r e la x  and s le e p  f o l lo w s .
5 . In s t a t e s  o f  in c r e a s d  p h y s ic a l  a r o u s a l  s le e p  i s  v e r y  u n l i k e l y .  I t  i s  
v er y  common however^ in  c o n d i t io n s  o f  low  a r o u s a l .
Remember in c r e a s e d  p h y s ic a l  a r o u s a l  can keep  you AWAKE, a s  a r o u s a l  
com p etes w ith  a r e la x e d  s t a t e  o f  s l e e p .
By d e c r e a s in g  th e  l e v e l  o f  p h y s ic a l  a r o u s a l  you w i l l  a l lo w  a
r e s t f u l  s le e p
How t o  d e c r e a se  p h y s ic a l  a r o u s a l  and a c h ie v e  GOOD SLEEP
S tep  One
Learn to  c o m p le te ly  r e la x  you r e n t i r e  body and p rod u ce  a low  l e v e l  
o f  a r o u s a l n e c e s s a r y  f o r  good s l e e p .
To do t h i s  you w i l l  le a r n  to  r e la x  e v e r y  m u sc le  o f  you r bod y. You 
can do t h i s  by r e la x in g  a sm a ll group o f  m u sc le s  a t  a t im e .  
G rad u a lly  you can work th ro u g h  th e  w hole o f  you r body m aking su re
ea ch  group o f  m u sc le s  i s  d e e p ly  r e la x e d .
At f i r s t  you may n o t  f in d  i t  e a s y  to  d e e p ly  r e la x  you r b o d y , b u t
w ith  p r a c t i s e  i t  w i l l  become more n a t u r a l .
The m ethod you sh o u ld  u se  i s  th e  one you le a r n e d  to d a y .
J ^ o m e w o r x  a n e e u  j ^ e x a . i L a . u x u n  ü i c i a p y  j-u ju  r - u u x .  a r e e p  s e s s i o n  1
L earn in g  to  d e e p ly  r e la x  your e n t i r e  body.
S e t  a s id e  25 m in u tes  ea ch  day to  p r a c t i s e  r e la x a t io n .  Do t h i s  a t  l e a s t  
2 h ou rs b e fo r e  g o in g  to  b ed .
Go th rou gh  th e  m u sc le  r e la x a t io n  a s  you d id  to d a y  in  th e r a p y . Remember 
to  end th e  s e s s io n  w ith  a p l e a s a n t ,  r e la x in g  sc en e  o f  your own c h o ic e .
When you go to  bed a t  n ig h t  you can u se  th e  r e la x a t io n  te c h n iq u e  to  he: 
your body r e a c h  th e  s t a t e  o f  low  a r o u s a l  n e c e s s a r y  fo r  s l e e p .
WARNING
Beware o f  e x c u s e s  w hich  k eep  you from p r a c t i s in g  th e  r e la x a t io n  e v e r y  
e v e n in g . I t  i s  d i f f i c u l t  t o  s e t  a s id e  th e  tim e to  le a r n  r e la x a t io n ,  
b u t i t  i s  one o f  th e  b e s t  ways o f  lo w e r in g  a r o u s a l  and p rom otin g  r e s t f i  
s l e e p .
At th e  b e g in n in g  o f  th e ra p y  you w ere g iv e n  an 
e x p la n a t io n  f o r  p oor s l e e p .  Was t h a t  e x p la n a t io n  
a c c e p ta b le  t o  you?
Very much 
Somewhat 
A l i t t l e  
Not a t  a l l
How much d id  you b e l i e v e  t h i s  th e r a p y  c o u ld  
h e lp  you?
V ery much 
Somewhat 
A l i t t l e  
N ot a t  a l l
H ypnotic Use Q u e stio n n a ir e
1 . Were you ta k in g  any s le e p in g  t a b l e t s  t o  h e lp  you to  s le e p  
j u s t  b e fo r e  you s t a r t e d  th era p y ?
YES/NO
E very n ig h t
Once or tw ic e  p er week 
Once or tw ic e  p er  month 
L ess th a n  above
2 . What were you  ta k in g ?
Name o f  t a b l e t  D ose
3 . Do you ta k e  any t a b l e t s  t o  h e lp  you g e t  to  s le e p  now?
YES/NO
E very n ig h t
Once or  tw ic e  p er  week  
Once or  t w ic e  p er  month 
l e s s  th a n  above
I f  s o ,  what a re  you  ta k in g ?
Name o f  t a b l e t  D ose
4 . I f  you have changed  your u se  o f  t a b l e t s ,  who or what h e lp e d  
you t o  do t h i s ?
D octor
Fam ily
F rien d s
O th er , p le a s e  s t a t e
.tLt'Jr'HiiNJJiA X ,
NAME
THERAPY QUESTIONNAIRE
1 . Are you s t i l l  u s in g  th e  te c h n iq u e  you were ta u g h t in  th era p y  
t o  h e lp  you to  s le e p ?
YES/NO 
E very n ig h t
Once or tw ic e  p er week  
Once or tw ic e  p er  month 
L ess th an  above
2 . I f  you do n ot u se  i t  e v e r y  n ig h t ,  what i s  th e  r e a so n  fo r  t h i s ?
No lo n g e r  need to  
No tim e
I t  d o e sn t  h e lp  
O th er , p le a s e  s t a t e
3 . How much do you th in k  th e  th era p y  has h e lp ed  your s le e p ?
Very much 
Somewhat 
A l i t t l e  
Not a t  a l l
Made i t  w orse ^
